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DEVOTED TO THE INTERESTS OF THE MEDICAL PROFESSION AND PUBLIC HEALTH IN TEXAS 


The Centennial Session of the American 
Medical Association, at Atlantic City, June 
9-13, 1947, proved to be in every respect the 
success those who planned it hoped for. It 


was the largest medical meeting ever held . 


in the world, and it would be difficult to con- 
ceive of a meeting more replete with interest 
and information to the medical profession. 
The registration, to be exact about it, was 
15,667. That means that one out of four 
Fellows of the American Medical Associa- 
tion registered at the meeting. In addition 
to our own Fellows, sixty foreign physicians 
attended as invited guests of the Association. 
The attendance from Texas was 242, which 
ranked as thirteenth among the _ several 
states. 


A special program had been designed to 
emphasize the fact that the meeting was in 
celebration of the one hundredth birthday 
of the Association, which was in addition to 
the usual routine program. There had been 
much publicity, all pointing to the accom- 
plishments of American Medicine during the 
past one hundred years. This publicity was 
channeled not only to the medical profession, 
but to the lay public as well. Those in charge 
of the planning of the meeting and putting 
over the plans were pleased with the results. 
It was entirely worth while. 

A postage stamp commemorating the one 
hundredth anniversary of the Association 
was issued on the first day of the meeting. 
Thousands of “first day covers” were made 
available at Atlantic City on the day of issue, 
and 2,000,000 of the stamps were put on sale 
that day in Atlantic City. Some 120,000,000 


stamps were printed. It is said that the 
orders for these stamps exceeded the orders 
for any previous special commemorative 
stamps. 

A history of the American Medical Asso- 
ciation had been published in book form, and 
was on sale at the meeting. It is quite worth 
while, and much in demand. It contains much 
valuable information. 

The social events were notable. Indeed, 
there were so many entertainments and so 
many special meetings, that it was impos- 
sible to keep up with them. In short, the 
whole affair was what the ballyhoo artist 
would call “colossal.” 

The Woman’s Auxiliary promoted a pro- 
gram of its own, and, as is usually the case, 
put it over big. 

The scientific program was, as would be 
expected under the circumstances, in the 
“super” classification. The meeting places 
for the Sections proved to be a rather tight 
fit in the matter of accommodating their 
audiences, but in spite of the emphasis placed 
on entertainment and public relations, there 
was much talk in the lobbies of the hotels 
and on the streets of the various fine papers 
and discussions provided by the scientific 
program. The Scientific Exhibits were, be- 
yond any doubt, among the very best that 
have ever been presented at an annual session 
of the Association. One of our distinguished 
guests from abroad commented on the fact 
that the setup would be done away with as 
soon as the meeting closed. It was his thought 
that the scientific exhibits should be used 
as such as long as doctors would study them, 
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and they certainly studied them at this meet- 
ing 


The following Texas doctors were listed to 
participate in the scientific program: 


Dr. Cecil O. Patterson, of Dallas, discussed a 
paper by Dr. Leandro M. Tocantins, Philadelphia, on 
“The Mechanism and Management of the Hemorrha- 
gic Tendency of Congestive Splenomegaly (Banti’s 
Syndrome).” 

Dr. Mark L. Welch, of Dallas, was joint author 
with Dr. Samuel F. Marshall, of Boston, of a paper 
on “Results of Surgical Treatment for Gastric 
Ulcer,” presented through the Section on Surgery. 
(This paper was also read before the Section on 
Gastro-Enterology and Proctology). 


Dr. William F. Mengert, of Dallas, was Secretary 
of the Section on Obstetrics and Gynecology. 


Dr. Arthur Grollman, of Dallas, was author of a 
paper on “Effect of Pregnancy on Experimental 
Renal Hypertension.” He also discussed a paper on 
“The Present Status of Experimental Renal Hyper- 
tension” by Dr. G. E. Wakerlin, of Chicago. 


Dr. Claude C. Cody, of Houston, was a member of 
the Executive Committee of the Section on Laryng- 
ology, Otology and Rhinology. 


Dr. J. Wade Youngblood, of Dallas, opened the 
discussion of a paper on “Traumatic Injuries of the 
Larynx, Especially Gunshot Wounds and Their 
Repair,” by Dr. Mercer G. Lynch of New Orleans. 


Drs. C. F. Lehmann, of San Antonio, and Everett 
R. Seale, of Houston, opened the discussion of a 
paper on “Autosensitization Dermitis,” by Drs. H. J. 
Templeton, C. J. Lunsford, and H. V. Allington, of 
Oakland, Calif. 


Dr. John M. Pace, of Dallas, opened the discussion 
of a paper on “Ureteropelvic Obstructions: Symp- 
toms and Treatment,” by Dr. Roy B. Henline, of 
New York. 


Dr. Tom E. Smith, of Dallas, was the author of 
a paper on “Anterior Pilonidal Cyst,” read before 
the Section on Gastro-Enterology. 


Drs. Karl John Karnaky and Frank Poche, of 
Houston, presented a scientific exhibit on ‘Lesions 
of Vulva, Vagina, and Cervix,” comprising photo- 
graphs and models on the subject, with the idea of 
establishing the relationship of the hydrogen ion 


concentration (pH) to the various lesions of vagina 
and cervix. 


Drs. J. B. Howell, Bedford Shelmire, and Gilmore 
Brau, of Dallas, presented a scientific exhibit on 
“Use of Interstitial Radium Needle Therapy for 
Cancer of the Skin.’”’ The exhibit consisted of pho- 
tographs and charts, showing the indications and 
usefulness of radium needles in the treatment of 
eancer of the skin in certain localities, especially 
areas offering obstacles to treatment by surgery 
or roentgen rays. 


Drs. C. M. Simpson, E. O. Bradfield, and J. R. 
Kilman, of Temple, presented a scientific exhibit 
on “Plastic Surgery for Hydronephrosis,” consist- 
ing of moulages, roentgenograms, and specimens 
showing the various types of pathologic conditions 
producing hydronephrosis and the various methods 
of correction by surgical means. 


Drs. Cecil O. Patterson, Milford O. Rouse, and 
John S. Bagwell and Mr. Lewis Waters, of Dallas, 
presented a scientific exhibit on “The Injection 
Treatment of Esophageal Varices,” showing by the 
use of large drawings the anatomic bases of 
esophageal varices, demonstrating their treatment 
diagrammatically, and showing roentgen ray results 
in several selected cases, and selected typical patient 
histories and a summary of work done in this con- 
nection up to date. 


August, 


Dr. Edward L. Bortz, of Philadelphia, who 
had been appointed President-Elect, upon the 
resignation from that office by Dr. Olin West 
because of ill health, succeeded Dr. H. H. 
Shoulders, of Nashville, as President. 


Dr. Roscoe L. Sensenich, of South Bend, 
Ind., long prominently and efficiently con- 
nected with the affairs of the Association, 
was elected President-Elect. Dr. Sensenich 
was retiring as Chairman of the Board of 
Trustees of the Association. He had been a 
member of the House of Delegates continu- 
ously since 1931. He was graduated from 
Rush Medical College in 1905. 

Dr. Henry Asbury Christian, Hersey Pro- 
fessor of Theory and Practice of Physic, 
Emeritus, at Harvard Medical School, Bos- 
ton, was chosen for citation and the distin- 
guished service medal. Dr. Christian was 
born in Lynchburg, Va., in 1876. He was 
graduated in medicine from Johns Hopkins 
University School of Medicine, Baltimore, 
in 1900. He has had a distinguished career 
in scientific medicine, and his selection was 
a popular one. 

Because of the changed conditions, the 
places for the annual sessions of 1948, 1949, 
and 1950 were changed’to the following: Chi- 
cago, 1948; Atlantic City, 1949, instead of 
St. Louis as previously selected; and San 
Francisco, 1950. 

The usual midwinter meeting of the House 
of Delegates will be held in Cleveland, Jan- 
uary 5-6. A scientific program for the gen- 
eral practitioner is being planned for the 
two days immediately following the House of 
Delegates meeting. 


The American Medical Association House 
of Delegates at Atlantic City celebrated the 
one hundredth year of the existence of the 
organization by remaining continuously in 
session throughout the meeting except for 
one morning, during which time practically 
the entire House membership was busy with 
the work of Reference Committees. It was 
truly the most exacting meeting the House 
of Delegates has ever held. It may be said 
here that it did its work well. 


Texas was represented in the House of 
Delegates by Drs. Holman Taylor, Fort 
Worth; F. J. L. Blasingame, Wharton; H. R. 
Dudgeon, Waco; Britton E. Pickett, Sr., 
Carrizo Springs; and Edward H. Cary, Dal- 
las, the regularly elected Delegates, and by 
the following Delegates from Scientific Sec- 
tions: Dr. Charles T. Stone, Galveston, In- 
ternal Medicine; Dr. C. F. Lehmann, San 
Antonio, Dermatology and Syphilology; and 
Dr. Howard E. Griffin, Graham, General 
Practice of Medicine. 


Dr. Pickett was a member of the Commit- 
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tee on Amendments to the Constitution and 
By-Laws, and served as Chairman of the 
Reference Committee on Amendments to the 
Constitution and By-Laws. Dr. Dudgeon was 
a member of the Reference Committee on 
Executive Session. 


The House briefly memorialized former 
members of the House who had died during 
the year. Among these were four from Texas, 
Drs. Reuben B. Anderson, Fort Worth; 
Hatch W. Cummings, Hearne; Thomas M. 
Dorbandt, San Antonio; and Alfred I. Fol- 
som, Dallas. 


This account of the meeting of the House 
of Delegates at Atlantic City this year will 
be in the nature of an unofficial report of the 
Texas delegation. The proceedings of the 
meeting were published in the June 21, June 
28, and July 5 numbers of The Journal of the 
American Medical Association. Reference to 
these proceedings will disclose the difficulty 
met with in this effort to summarize. The 
proceedings were voluminous and intricate. 
We are hopeful that the following account 
will be sufficiently clear to be intelligible 
and sufficiently comprehensive to be inform- 
ative. 

The recent decision of the House of Dele- 
gates to hold an interim session in mid- 


winter was because of the enormous amount 


of business to be transacted and the diffi- 
culty of handling so much in such a short 
time, once each year. The House held a meet- 
ing last December, and yet the volume of 
business transacted at Atlantic City was 
greater than ever before. Incidentally, and 
in this connection, the interim sessions of 
the House of Delegates will hereafter be held 
in different parts of the country each year, 
rather than at the home office in Chicago, 
as heretofore. There will also be a scientific 
program, of the grass roots variety, organ- 
ized and conducted by the Section on Gen- 
eral Practice of Medicine. The purpose of 
this arrangement is to give the members of 
the Association in different parts of the 
country an opportunity to see what goes. 
This was suggested by our distinguished 
President, Dr. E. L. Bortz, as a convenience 
and a way to further the prestige of the 
general practitioner, who, it is generally 
conceded now, in fact represents the prestige 
of the medical profession as a whole in the 
eyes of the public. The confidence and re- 
gard of the public has receded with the re- 
cession of the family physician, who is of 
necessity a general practitioner. The em- 
phasis placed upon the specialties in scien- 
tific value and financially has been an in- 
ducement to the family physician to special- 
ize, and certainly it is generally believed that 
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the specialist leads the life of Riley in con- 
trast with the general practitioner. 


The Council on Medical Education and Hospitals 
referred to the problem of the family physician in 
connection with medical education, and advised that 
the Council had never said or intended that hospital 
staff membership should be confined to physicians 
certified by specialty boards, or holding member- 
ship in special medical societies. It asserted that 
hospitals should be encouraged to utilize the general 
practitioner’s services. It is the training of the 
physician and not his certification that makes him 
valuable as a hospital staff member. Even the ad- 
visory boards of the medical specialties had not ad- 
vocated anything of the sort, although they have 
“unwittingly contributed to the unwholesome flow 
of medical students and interns away from general 
practice and into the specialties.” A Reference Com- 
mittee stated that it believed medical schools con- 
tributed to the trend of medical students away from 
general practice. The committee urged that “faculties 
of medical schools and staffs of hospitals should be 
indoctrinated with the fact that the general prac- 
titioner, or family doctor is the backbone of the 
medical profession.” All hospitals should have staff 
members from general practice. 

The American Board of Surgery was quoted as 
saying that “It is neither the intent nor has it ever 
been the purpose of the Board of Surgery to define 
requirements for membership on the staffs of hos- 
pitals.” It said that the purpose of the Board “is 
to pass judgment on the education and training of 
broadly competent and responsible surgeons—not 
who shall or shall not perform surgical operations.” 
Other Boards have made similar statements. The 
Council on Medical Education and Hospitals asked 
authority to change one of its requirements for 
registering hospitals to read, “6. Staff sections, such 
as medicine, obstetrics, surgery, general practice, 
etc., should be organized as may seem wise,” the 
change being the addition of the words “general 
practice.” The authority was granted. 

A resolution from New York called for the in- 
clusion of general practitioners on the staffs of 
approved hospitals, provided that the standing of 
no hospital would be jeopardized by any of the 
boards or organizations because it included general 
practitioners as staff members, and requiring that 
“all physicians before being rated as specialists 
should spend an adequate number of years in general 
practice.” 

A resolution from Colorado decried the abandon- 
ment by certain of the specialty boards of credit for 
experience and training acquired in the field of gen- 
eral practice and called upon such boards to “review 
and reconsider their policies in relation to general 
practice.” 

A resolution from West Virginia would have one- 
half of the residencies approved for training in the 
specialties allotted to “applicants who have had five 
years experience in general practice in smaller 
communities.” 

The Reference Committee dealing with these prob- 
lems and resolutions recommended their approval, 
except that the matter of changing the policies of the 
American specialty boards was referred to the 
Council on Medical Education and Hospitals for 
further consideration and recommendation directly 
to the Boards concerned. 

In this connection it is well to consider that the 
Scientific Section on General Practice of Medicine 
had a registration of 1,618 at Atlantic City, which 
was the third highest registration of all of the 
eighteen scientific sections. No steps have yet been 
taken to set up a national board, but the preliminary 
organization of an “American Academy on General 
Practice” was perfected, about which more will be 
said at another time. 
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The Committee on Rural Medical Service, which 
has been very active during the past several years, 
reported that conferences had recently been held 
with the American Farm Bureau Federation, the 
National Grange, the Farm Educational and Co- 
operative Union, the Cooperative Milk Producers 
Federation, and other such groups, in an effort to 
devise ways and means for supplying adequate 
medical service for rural areas, and members of 
those organizations have been appointed as advisory 
to the American Medical Association Committee on 
Rural Medical Service. These conferences will con- 
tinue to be held, and it is hoped and expected that 
the objectives of this movement will eventually be 
attained. It was recommended that committees on 
rural medical service be set up in state medical 
associations not now having them, to work with and 
under the direction of the national committee. It is 
well to note here that this recommendation has been 
complied with in Texas, and conferences of all in- 
terested parties, including those interested in co- 
operative hospitals, will be held. Our committee will 
work with our Council on Medical Economics and 
our Public Relations Committee in adjusting and 
justifying some of the prepayment and cooperative 
hospital plans heretofore coming under criticism. 

A resolution from the Section on Radiology de- 
plored the fact that some of the hospitals through- 
out the country are urging doctors to refer patients 
to them for diagnostic and therapeutic service at 
the hands of specialists on their respective staffs, 
and expressed “emphatic disapproval of such prac- 
tices which place hospital corporations in the prac- 
tice of medicine in direct competition with private 
practicing physicians.” The resolution was referred 
to the Reference Committee on Legislation and 
Public Relations, which prepared a substitute reso- 
lution providing simply that ‘all fees for medical 
services be set by and collected by or for doctors of 
medicine rendering this service.’ The Reference 
Committee recommended that the House of Delegates 
go on record as strongly disapproving such en- 
croachment upon the practice of medicine, and that 
the attention of the several hospital associations and 
the Blue Cross organizations be called to the matter. 

The Hospital Construction Act provides for health 
centers, and many functions have been provided for 
them. At least fourteen different functions have 
been added. The House of Delegates, upon the ad- 
vice of the Council on Medical Service, approved 
five of these, namely, communicable disease control 
efforts, sanitation, maternal-infant-child-hygiene 
measures, vital statistics, and health education. The 
Council recommended that “public health centers,” 
as the law calls them, be developed in accordance 
with need, and in close proximity to hospitals and 
medical schools (if any), in base hospital service 
areas, intermediate hospital service areas, and rural 
hospital service areas, and that at all levels the 
public health center be kept administratively inde- 
pendent. Facilities provided should be for the ad- 
ministration of public health activities and should 
not be allowed to infringe upon the private practice 
of medicine by physicians. 

A resolution from Missouri called attention to the 
need of many of our medical schools for more money 
and more clinic material for teaching purposes, and 
the tendencies on the part of such teaching institu- 
tions to organize profit-making clinics in order to 
get by with this phase of teaching. The resolution 
ealled upon the Council on Medical Education and 
Hospitals to study the problem and find a proper 
means for combating the critical situation thus 
created. It transpired that the council is already 
making a detailed study of the problem. 

A resolution from New Jersey provided that 
medical students should be indoctrinated with the 
philosophy and ethics of medicine, in the course cf 
their study of medicine. A survey along these lines 
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has been under way now for some time, and a 
syllabus with pertinent information and reading 
references in the general field of medical economics 
and the social aspects of medicine is in immediate 
prospect. It will be remembered that the American 
Medical Association has for a good many years in- 
sisted that medical colleges teach medical ethics, 
medical economics, and organized medicine. Such 
courses have been set up in a number of medical 
colleges, one of them having been Baylor University 
College of Medicine, when it was located at Dallas. 
The State Medical Association of Texas has en- 
dorsed the plan, in addition to which it is recom- 
mending something of the sort for county medical 
societies. 


A resolution from New York called upon the 
American Medical Association to take active steps 
through proper channels to insure the presentation 
to all medical students of the viewpoint of the 
practitioner of medicine on socio-economic problems. 
This matter is being attended to also, by the Coun- 
cil on Medical Education and Hospitals. 


A resolution from New York called for the estab- 
lishment by the American Medical Association of a 
Council on Group Practice to serve as a clearing 
house of information on group practice throughout 
the United States, to formulate professional, ethical, 
and other principles governing the development of 
group practice, and ultimately to provide for quali- 
fications and recognition of groups engaged in group 
practice in the various parts of the country. In view 
of the fact that the Judicial Council and the Bureau 
of Medical Economic Research of the American Med- 
ical Association are dealing with this problem at 
the present time, the matter was referred to the 
Board of Trustees for proper reference. It will be 
remembered, in this connection, that the Judicial 
Council has held that medical ethics apply to group 
practice exactly as they do to the practice of the in- 
dividual physician. 

In view of the alleged practice of the Civil Aero- 
nautics Administration of permitting nonmedical 
examiners to conduct certain physical examinations 
of pilots, a resolution from New York was adopted, 
calling for the examination of all grades of pilots by 
such doctors of medicine as have had training in 
aviation medicine. It might be observed here that 
the aforementioned practice of making physical ex- 
aminations in other channels might well be deplored. 

President Bortz, who at the time of the meeting 
was President-Elect, recommended that a Committee 
on Nursing Problems be appointed for the purpose 
of investigating “the present objectives of the nurs- 
ing profession, the standards of education, the time 
involved for training, the various curriculums, the 
supply of nurses and quality of services rendered, 
remuneration, participation in the determination of 
administrative policies, and the question of security 
benefits.” The committee would also act as a liaison 
with the various nursing organizations. 

A resolution by a New York Delegate advocated 
the “establishment of a training program for prac- 
tical nurses in approved hospitals not at present con- 
ducting a nurse training program of any sort.” The 
resolution called for similar action on the part of 
other organizations having to do with the training 
of nurses. This resolution was adopted, as were the 
recommendations of the President-Elect with regard 
to the matter. 

A resolution from New Jersey set up a national 
health policy consisting of ten points. The Reference 
Committee having the resolution in hand revised it 
somewhat, and it was adopted. This is essentially 
the Monmouth County, N. J., Plan. The committee 
believed the principles set out in, the resolution 
would be of value to the Committee on Rural Medical 
Service in developing the activities of rural health 
councils. These principles are to be promulgated un- 
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der the leadership of the Board of Trustees or ap- 
propriate Council, as guideposts for local societies 
in developing plans for the indigent. They are: 

“1. Each component society will appoint the necessary 


committees to study the public health and medical care prob- 


lems concerned and to supervise projects relevant to these 
problems. 


“2. Each component society pledges itself to maintain a 
high standard of professional skills among the medical per- 
sonnel assigned to these projects and to supervise such 
activities with a view toward maintaining high scientific 
standards and preventing personal exploitation. 


“3. Each component society invites and welcomes at its 
discretion the active participation in its scientific programs 
by the qualified medical personnel of the appropriate health 
and welfare agencies and, under suitable circumstances, of 
the desirable nonmedical personnel as well. 


“4, The health and welfare agencies will render genuine 
cooperation with each component society in the implementa- 
tion of these projects. 

“5. The health and welfare agencies will select their part 
time medical personnel from lists furnished by, or with the 
approval of, each component society. 


“6. The health and welfare agencies will clear through 


each component society any grievances concerning medical 
personnel. 

“7. The health and welfare agencies will protect the pri- 
vate practitioner and family doctor by discouraging treat- 
ment in preventive clinics and by returning to the family 
doctor any cases not economically suitable for examination 
or care at the health or welfare agency. 


“8. The health and welfare agencies will not profit finan- 
cially by the labors of any medical personnel working there. 


“2; Each component society and the health and welfare 
agencies will seek the cooperation of dental, nursing, and 
pharmaceutical organizations in a program fashioned to 
accord with these principles. 


“10. Each component society and the health and welfare 
agencies will maintain continuing liaison with one another 
to implement these principles.” 

A resolution from New Jersey would disapprove of 
S. 140, the Fulbright and Taft Bill, creating a De- 
partment of Health, Education and Welfare, on the 
ground that “the American Medical Association has 
consistently advocated placing all health activities 
of the federal government, except those of the Army, 
Navy, and Veterans Administration, in a single 
agency or department concerned solely with health.” 
The reference committee having the resolution in 
hand added a resolve “That the House of Delegates 
go on record expressing its disapproval of any 
bill combining health, education, and welfare.” The 
matter was rereferred and rewritten, this time 
resolving that the House of Delegates go on record 
as opposing that portion or portions of the bill tying 
in education and security with health. 


A resolution from the Section on Ophthalmology 
recited that whereas it is not contrary to the Prin- 
ciples of Medical Ethics as determined by the Amer- 
ican Medical Association for members of the As- 
sociation to disseminate information pertaining 
to matters of public health, such as cancer, diabetes, 
venereal disease, and other conditions to nonmedical 
groups through lectures, demonstrations, radio talks, 
pamphlets, and conferences, it should not be uneth- 
ical for ophthalmologists to disseminate in the same 
manner information designed to prevent blindness. 
The resolution failed of adoption for the principal 
reason that its implications were entirely too broad. 


A resolution from the State of Washington called 
attention to the fact that the objectives of the Emer- 
gency Maternal and Infant Care Program have been 
accomplished through the cooperation of civilian 
doctors, and that the Medical Departments of the 
armed forces are adequately staffed to care for 
the dependents of service men, and therefore it 
would seem to be in the interest of economy to 
restore the program to the armed forces and make 
their Medical Departments responsible for the treat- 
ment of dependents of service men. The resolution 
was not adopted, presumably on the ground that it 
did not seem desirable to launch the Medical Corps 
of the armed forces into civilian practice, even 
among dependents of members of the armed forces. 
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The House of Delegates by resolution reiterated 
its condemnation of the practice of doctors accepting 
rebates. The resolution would have the Secretary 
of the American Medical Association communicate 
this action to the various county medical societies 
and state associations, and request that members 
accepting rebates be removed from membership 
unless they cease and desist such practices. The 
resolution was amended so as to require the Secre- 
tary of the American Medical Association to com- 
municate this action to county societies and con- 
stituent associations and advise against members 
accepting rebates, thus violating the Principles. of 
Medical Ethics. An additional resolve required the 
Board of Trustees to appoint a committee to “in- 
vestigate all phases of this subject, including the 
alleged arbitrary control of the retail price of op- 
tical appliances by manufacturers, and to report its 
findings to the House of Delegates at the next meet- 
ing of the House.” The committee added that it 
believed that the Section on Ophthalmology of the 
American Medical Association could and should stop 


this practice so far as optical appliances are con- 
cerned. 


The health problem of the miners received con- 
tinued consideration at this meeting of the House 
of Delegates. Rear Admiral Joel T. Boone and his 
survey teams were congratulated on their approach, 
the scope of the survey, and the unbiased conclu- 
sions and recommendations made. A resolution is to 
be prepared, expressing appreciation of the co- 
operation of the United Mine Workers Union and 
the bituminous coal operators’ associations. The 
address of Admiral Boone, published in the Trans- 
actions (page 714 of the June 21, 1947, number of 
The Journal of the American Medical Association.) , 
deals with the subject understandably. It appears 
that Mr. Lewis and his coal miners will cooperate 
with the medical profession most earnestly in im- 
proving the health of the miners, and the conditions 
bearing upon health under which they work. It 
would appear that enormous funds are to be spent 
by the miners to this end. 


Public relations continued to hold the center of 
the stage. Our President-Elect defined public re- 
lations as “the problem of interpreting the objectives 
of the medical profession in terms acceptable to the 
public.” The terms must be acceptable if we are 
to induce the public to cooperate with us and sup- 
port us in our efforts. The quacks and charlatans 
have been propagandizing the public always, and 


they usually do so in a manner acceptable to the 
public. 


A resolution from California would have the Board 
of Trustees provide sufficient funds for the conduct 
of adequate public relations, and if funds are not 
available in sufficient amounts for the purpose, the 
House of Delegates would be called upon to set up 
dues for members of the Association in a sum not 
to exceed $10. 

A resolution from New York called upon the Trus- 
tees to arrange news releases so that the public 
will not receive them before they are received by 
our members through the pages of The Journal. 

Georgia came up with a simple resolution calling 
for the establishment at the Headquarters of the 
Association of a Committee on Public Relations com- 
posed of the Secretary and General Manager, the 
resident Trustee, and the Editor of The Journal, the 
committee to have charge of the public relations of 
the Association under the general direction of the 
Trustees. 

The Reference Committee having in hand the prob- 
lem of public relations, after one abortive attempt 
and a rereference, came up with a resolution which 
was adopted. The resolution recited the fact that 
the House of Delegates had authorized and endorsed 
an effective program on public relations for the 
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American medical profession; that the American 
Medical Association is the only organization qual- 
ified to speak with authority for American Medicine; 
that the Board of Trustees should set up whatever 
machinery may be found necessary to establish a 
Bureau of Public Relations in the Headquarters of 
the Association; and that the Bureau when set up 
should be directed and controlled by a committee of 
the Board of Trustees. 


The House of Delegates approved the action of 
the Trustees in accepting the resignation of Mr. 
Raymond Rich and Mr. Charles Swart as public 
relations advisers. There were no fireworks and no 
flowers. 


Military affairs, in which the medical profession 
might be expected to be interested, received quite 
a bit of attention at this meeting. Major General 
Raymond W. Bliss and Rear Admiral Clifford A. 
Swanson, of the Army and Navy, respectively, 
made interesting addresses and outlined programs 
designed to facilitate medical service in time of 
war and the development of the service in time of 
peace. There is too much of it to warrant comment 
in any detail. 

The Committee on National Emergency Medical 
Service transmitted to the House of Delegates, 
through the Board of Trustees, a number of rec- 
ommendations calculated to facilitate preparation 
for and approach to any possible war of the future. 
The Board of Trustees is to appoint a standing 
committee or council on national emergency medical 
service which will be in a position to cooperate with 
national agencies, from the President on down, and 
which will represent the medical profession in 
civil practice. An outstanding recommendation is 
that the Secretary of War and the Secretary of the 
Navy, and any others charged with responsibility in 
the matter, make sure that possible civilian re- 
quirements in a total war be given every consider- 
ation. The questionnaire recently sent out to former 


medical officers, returns upon which were surpris- 
ingly complete, seem to have been of particular 
value in this connection. It is hoped to avoid “(1) the 
medical overstaffing of units; (2) the wasting of the 
time of doctors of medicine in the performance of 


nonprofessional duties; (3) the removal of an ex- 
cessive number of doctors of medicine from civilian 
hospitals and from civilian practice; and (4) a 
rather widespread failure to make assignments, 
determine rank, and provide for the rotation of doc- 
tors of medicine on the basis of their professional 
qualifications, experience, and age.” A National 
Emergency Medical Service Administration as a 
continued function of the government is recom- 
mended, such administration to consist of represen- 
tatives of the advisory boards for the medical special- 
ties and medical, surgical, and hospital associations, 
including veterinary medicine. The Administration 
shall be charged with the responsibility at all times 
for “(1) effecting plans for total mobilization of 
the medical and allied resources of the nation: 
(2) the procurement and allotment of medical and 
allied personnel in case of a national emergency; 
(3) the coordination of civil and military medical 
and allied services in times of threatened or actual 
national emergency, provided that in the exercise of 
this function there shall be added to the administra- 
tion the Surgeons General of the Army, Navy, 
U. S. Public Health Service, the Air Surgeon, the 
Medical Director of the Veterans Administration, 
and representatives of the National Research Coun- 
cil and of the American Red Cross.” The Adminis- 
tration would appear to be a sublimated Procure- 
ment and Assignment of Physicians Service. 


The Committee on Military Rank, appointed at a 
previous meeting of the House of Delegates, reported 
that bills were before Congress providing for in- 
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crease in rank and pay for the medical officers of 
the two services. 

The recommendations and plans pertaining to 
military medical service as reported were adopted 
and will be activated at once. 

The Veterans Administration Home Town Medi- 
cal Care Program, as it was called at the Atlantic 
City meeting of the House of Delegates, which has 
been in process of development for some time, and 
which was an early contention of the American 
Medical Association following World War I, was 
reported as having progressed quite satisfactorily 
throughout the country. Some thirty-eight state 
associations have worked out agreements of this sort 
with the Veterans Administration by which the 
veterans have been receiving medical care from 
physicians of their own choice. The whole series of 
agreements have been coordinated after a fashion, 
but the schedules of fees vary somewhat, with limita- 
tions fixed upon the advice of government solicitors 
and the Veterans Administration advisers. 

It will be remembered that the State Medical 
Association of Texas has for a year been actively 
engaged in the preparation of an agreement and a 
schedule of fees covering the service in Texas. The 
Council of the State Medical Association having the 
matter in charge was a bit confused by questions 
raised just before the meeting of the Association 
House of Delegates last May. It will be recalled 
that our House of Delegates would not approve the 
agreement, including the schedules of fees, and did 
not authorize anybody else to approve it, although 
it directed further study of the problem. The Ameri- 
can Medical Association Council on Medical Service 
reported that there were indications that new fac- 
tors had arisen which resulted in an alteration of 
policy of the Veterans Administration with regard 
to these matters. The Veterans Administration now 
favors clinics manned by Veterans Administration 
doctors, to which veterans will be required to go for 
treatment, where such facilities are available to 
them, and the Veterans Administration has prepared 
a schedule of fees which is supposedly for the pur- 
pose of arriving at a standard nomenclature, but 
which at the same time contains a maximum fee for 
each service and is, in fact, a nationwide schedule of 
fees. 

The Council on Medical Service of the A. M. A. 
recommended that a conference with the Veterans 
Administration be set up for the purpose of getting 
together in the matter, and that each state medical 
association participate in the conference, the whole 
matter to be collaborated upon by the Board of 
Trustees. 

In this connection a resolution from Missouri 
complained that the Veterans Administration had 
employed nonmedical persons to care for the ills of 
veterans and resolved that no person should be em- 
ployed to attend veterans who are sick, except such 
person is acceptable to the Medical Corps of the 
Army or Navy. The House of Delegates approved 
the recommendation and asked that the law per- 
taining to such practices be amended to that extent. 

A resolution from New York urged the President 
of the United States and the administrator of vet- 
erans’ affairs to continue and augment the existing 
“home town” medical care program, which resolu- 
tion was adopted. 

A resolution from Colorado complained that doc- 
tors are receiving pay from so many branches of 
the federal government, for such a variety of serv- 
ices, under so many rules, regulations, and direc- 
tives, that much confusion in such matters prevails. 
The resolution called upon the Bureau of Legal 
Medicine and Legislation of the American Medical 
Association “to collect, annotate, analyze, interpret, 
and publish a digest of all the rules and regulations 
of the federal government pertaining to medical 
practice and medical service fees.” The committee 
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in charge of the resolution recommended that it be 
adopted, holding that “it will be of great advantage 
to both government and medicine if this matter can 
be clarified as provided in the resolution.” 


The House approved a resolution from Louisiana, 
requesting the government to discontinue requiring 
notarization of declaration of narcotics on hand in 
application for renewal of narcotic licenses. It seems 
that doctors are becoming irked more and more as 
their dealings with the federal government extend. 
There is a very apparent exuberance of red tape. 

A resolution from Michigan called upon the gov- 
ernment to allow the doctor the expenses of attend- 
ing postgraduate medical meetings, in making his 
income tax returns. The decision to make a distinc- 
tion between medical society dues and expenses of 
attending medical meetings seems to most doctors 
to be straining a point or two at best. It is held by 
the government that membership in a medical so- 
ciety is necessary in the practice of medicine, but 
the expense incurred in attending postgraduate 
courses of medical instruction is merely an advant- 
age to the doctor, in that he increases his earning 
capacity. The resolution was adopted. 

A resolution from Texas, which originated with 
the Jefferson County Medical Society, favored the 
passage of a law which would require manufacturers 
of toys which can be swallowed to have incorporated 
in the material from which they are made some 
harmless substance that will make them visible in 
x-ray pictures. The resolution was approved. It 
seems that this is destined to become a national 
movement. 

The House of Delegates at its San Francisco meet- 
ing in 1946 called upon the Judicial Council to un- 
dertake a revision of the Principles of Medical 
Ethics, a matter which had been under discussion 
and resolution for a good many years. It is diffi- 
cult to get the average person to understand the 
difference between principles and laws. As it hap- 
pens, our Principles of Medical Ethics have been 
amended by expanding some of them somewhat, 
notably in the field of medical economics, and to the 
extent that these few modifications apply, they are 
not the Simon pure Principles that they were in the 
beginning. The problem now is whether we can add 
some more of the same without robbing the docu- 
ment of its value as “Principles.” After all, there 
can be just so many principles in each field of en- 
deavor, but there can be any amount of laws or 
codes. Our Judicial Council reported at Atlantic 
City, however, that it felt that some revision of the 
Principles of Medical Ethics should be made, and it 
has asked for suggestions from our members. 

Honorary Fellowships were conferred upon our 
foreign guests. An amendment to the By-Laws was 
made to accomplish that purpose. Incentally, both 
the new Constitution and the new By-Laws, pre- 
pared by a special committee appointed to revise 
both, were laid over for consideration at the next 
Annual Session of the Association. 

A resolution from Alabama decommended that 
Dr. William Crawford Gorgas be considered for 
election to the New York University Hall of Fame 
for Great Americans. The work of General Gorgas 
In connection with clearing up the Panama Canal 
Zone and the Isle of Cuba in the last days of yellow 
fever eminently fits him for inclusion in anybody’s 
hall of fame, anywhere. The resolution was ap- 
proved. 

A resolution setting up a Scientific Section on 
Diseases of the Chest was adopted, and the neces- 
Sary amendment to the By-Laws was passed to the 
standing Committee on Revision of the Constitution 
and By-Laws for inclusion in the revised edition of 
the same. That means that the membership of the 
House of Delegates will hereafter be 176, instead 
of 175, to allow a delegate for the new section. 

Encouraged by the success of the centennial cele- 
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bration of the Association, the House of Delegates 
decided that the various Scientific Sections of the 
Association should commemorate their respective 
one hundredth anniversaries at the annual sessions 
by special programs in their individual fields of 
endeavor. 

A very interesting recommendation of our then 
President-Elect, Dr. E. L. Bortz, was that an ef- 
fort be made to bring third and fourth year medical 
students into closer affiliation with organized med- 
icine. Dr. Bortz wisely observed that it is from this 
group that membership will come, and it makes a 
difference in any movement if interest begins in the 
creative years of those who are to participate. It 
was suggested that an affiliate membership should 
be set up in the Association for this group, a stu- 
dent section in The Journal be reestablished, and 
the presentation of scientific papers at the county, 
state, and even national level be encouraged. Dr. 
Bortz suggested that a student section of the scien- 
tific assembly be established for their benefit. The 
Reference Committee on Reports of Officers agreed 
that closer affiliation of medical students was a 
necessity, and recommended that an affiliate mem- 
bership be set up and a student section in The 
Journal be reestablished. The committee recommend- 
ed further that the Secretary, in collaboration with 
the councils and bureaus, prepare for circulation 
among these students an attractively illustrated 
booklet describing and explaining the various ac- 
tivities of the American Medical Association. The 
House of Delegates approved the report of the 
reference committee. 

Dr. Bortz was very much concerned that the 
American Medical Association continue its expan- 
sion without interruption. He felt that the present 
Headquarters of the Association were bursting at 
the seams already and advised that a “structure 
should be raised, a cathedral of health, if you will, 
dedicated to the high service of health maintenance, 
the prevention of disease, and the extension and 
enrichment of human life.” The House of Delegates 
warmly approved the idea and empowered the Board 
of Trustees to study these needs and take appro- 
priate action. : 

The importance of the Woman’s Auxiliary was 
considered by the House of Delegates, beginning 
with suggestions from Dr. Bortz that women are 
not being used to anything like the extent they 
should be used. Among other things, he suggested 
that the material assembled by the departments, 
councils, and bureaus of the American Medical Asso- 
ciation should be made available to the Woman’s 
Auxiliary. In his opinion, the Auxiliary had been 
generally overlooked. That may seem to be true in 
some sections of the country, but it is certainly not 
true in Texas. Our Texas delegation had a feeling 
of superiority when the subject was under discus- 
sion. 

Preliminary meetings have been held looking to 
the formation of a World Medical Association. The 
House of Delegates approved the idea. The matter 
is in the hands of the Board of Trustees. Drs. E. L. 
Henderson and Louis H. Bauer represented the 
American Medical Association at a preliminary or- 
ganization meeting in London, England. 

A “Pan American Medical Federation” is also 
in process of development, with Drs. Harrison 
H. Shoulders, Charles Gordon Heyd, and Aus- 
tin E. Smith representing the American Medical 
Association. A preliminary organization meeting 
was held in Havana, Cuba, last autumn. 

The Secretary reported a continued steady growth 
in membership and fellowship. The membership on 
April 1, 1946, was 126,835. On April 1, 1947, the 
membership was 132,224, which is the largest mem- 
bership ever recorded. On April 1, 1946, the fellow- 
ship roster carried 68,366 names, whereas on the 
same date in 1947, the fellowship roster carried 
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72,888 names. It is interesting to note in this cen- 
tennial year of the American Medical Association, 
that the “Catalogue of Permanent Members” re- 
corded in the year 1847 contained the names of 426 
physicians! 

Texas stood seventh among ihe state medical as- 
sociations in the number of members, with 5,321, 
and seventh in the number of fellows, 2,440. 
Strangely enough, Texas, with 6,952 physicians, is 
seventh among the states in medical population. 

The Board of Trustees reported the net income of 
the Association during 1946 as being $106,368.33, 
as compared with a net income in 1945 of $990,- 
708.81, a difference of $884,340.48. 


The expenses of the councils, bureaus, Association, 
and special committees were increased from $537,- 


661.66 in 1945 to $890,178.99 in 1946, a total of 
$352,567.33. 


The cost of paper stock for the printing of the 
several publications of the Association amounted in 
1945 to $298,666.07, and in 1946 the same material 
cost $422,060.73, an increase of $123,394.66. The 
cost of everything else was in proportion. 

Total wages and salaries, for all purposes of the 
Association, amounted to $1,342,149.45 in 1945, and 
to $1,916,810.69 in 1946, an increase of $574,161.24. 

The budget covering the excursion into the public 
relations field by the Association for 1947 was set 
at $122,088. 

The Journal continued to grow and to gain in 
prestige and importance. The net paid weekly aver- 
age circulation in 1946 was 121,122, as compared 
with 111,407 in 1945, An increase of 9,715. A weekly 
average of 122,835 copies are printed at present. 

The circulation of Hygeia has been held in check 
during the past several years because of the short- 
age of print paper. In 1946 an average of 164,537 
copies of Hygeia was published per month. During 
1947, an average monthly circulation of 200,000, or 
better, will be maintained in accordance with the 
availability of paper. The makeup of Hygeia has 
become so involved that its publication in a private 
plant has been procured, at least temporarily. 

The publication of the Quarterly Cumulative In- 
dex Medicus has been inhibited by the same short- 
age of paper and personnel. The publication has 
been of necessity issued later than normal. It is 
about to get back on schedule. The restriction in the 
number of articles published in medical journals 
during the war helped, of course, to alleviate con- 
ditions. It has not been possible to publish the Di- 
rectory of the American Medical Association at all 
during the war years. The last edition was in 1942. 
A new edition is in course of preparation. It is be- 
ing delayed by a shortage of clerical help. It is 
hoped that the new edition will be circulated by the 
middle of 1948. Since the 1942 edition, information 
on more than 32,000 new physicians has been added 
to the files, and the names of 15,000 who have died 
during the same period of time have been deleted. 
Reports show that more than 53,000 physicians have 
terminated their services with the government. More 
than 50,000 of these have furnished information 
pertaining to their present locations. About 7,000 
are still listed as serving in the Armed Forces. 

The several councils and bureaus of the Associa- 
tion have apparently functioned successfully during 
the year. It is not possible to discuss them in de- 
tail, as important as they are to the Association and 
the American medical profession. 


In the light of some very uncomplimen- 
tary references in the public press, and a 
communication or so from Washington, it 
was refreshing to hear the Secretary read 
a letter from the President of the United 
States, in which letter the American Med- 
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ical Association was congratulated on its 
one hundredth anniversary, and its mem- 
bers thanked profoundly in the name of 
the American people for ‘uncounted serv- 
ices rendered by America’s doctors in war 
and peace.” The President joined us in the 
feeling “that in achieving impersonal 
skills, unparalleled organization and ‘big- 
ness,’ we have lost some of the individual and 
spiritual values which are the essence of the 
American way of life.” The President stated 
further that “Our family doctor has become 
‘American Medicine’; our working man 
‘American labor’; and our storekeeper and 
shoemaker, ‘American business.’’’ He ob- 
served that we can never return to the 
“horse and buggy” days, nor would we wish 
to. “Rather,” he stated, “we would go for- 
ward with all the benefits of American med- 
icine achieved and those to come. Into our 
methods of distributing these benefits we 
would infuse the personal devotion which has 
always been the beloved characteristic of the 
good physician,” and further, “the medical 
profession has been a primary leadership 
group in the national scene and the local 
community throughout this country’s his- 
tory.” While the President recognized that 
the medical profession would first give at- 
tention to the problems most directly affect- 
ing their profession, he hoped “that our 
physicians will give still more thought and 
participation as citizens to the solution of 
our modern problems,” which he said in- 
cluded “the advancement of scientific knowl- 
edge, improvement and expression of pro- 
fessional training, and the extension of med- 
ical and health services.’ The closing para- 
graph of the letter reads as follows: 

“It is to such social organizations as the Ameri- 
can Medical Association that the nation looks for 
first line defense of democratic principles. In be- 
half, then, of the American people and for myself 
personally, I salute your organization and :through 
it the men and women to whom we owe so much of 
personal solace in distress, to whom we entrust 


ourselves and those dearest to us in mankind’s every 
vital crisis.” 


MUSIC IN DISEASE THERAPY 


Plans for an expanded program of scientific in- 
quiry into the therapeutic use of music are being 
made by Music Research Foundation, Inc., a_non- 
profit organization, according to the U. S. Public 
Health Service. Selected psychiatrists will conduct 
investigations into the kind of music which has most 
therapeutic value and the types of mental patients 
most responsive to its use. Methods for the integra- 
tion and utilization of present knowledge by leading 
mental institutions will be explored, and every effort 
will be made to encourage the use of music in the 
treatment of disease. The foundation will sponsor 
studies in the field of physics on phases having a 
bearing on the therapeutic use of music, and will 


offer fellowships to conduct pertinent psychological 
studies. 
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THE PROBLEM OF EXOTIC DISEASES 
THOMAS B. MAGATH, Ph. D., M. D. 


Division of Clinical Laboratories, Mayo Clinic 
ROCHESTER, MINNESOTA 

Since earliest times, countries have sought 
to protect their citizens by attempting to con- 
trol the entrance of immigrants who might 
harbor communicable diseases. Regulations 
and laws have come down from Biblical times 
but modern practice had its beginning in 
the code established in Venice during the 
last quarter of the fifteenth century when 
the word “quarantine” was first used. By 
then plague had invaded Europe from the 
Levant and its ravages had enveloped the 
rich and poor alike. The first international 
conference on the subject of international 
diseases was convened in Paris in 1851 and 
by then yellow fever had appeared in Spain 
and cholera had invaded Europe and North 
America. 

At first, measures were instituted against 
plague, then cholera and yellow fever, and 
finally, in 1920, exanthematous typhus and 
variola. There are some regulations in the 
United States governing leprosy and anthrax, 
but those pertaining to leprosy do not apply 
to nationals and those pertaining to anthrax 
apply only to possibly infected bristles. In 
an attempt to control psittacosis, traffic in 
psittacine birds is also regulated. 

Quarantine regulations in the United 
States were first issued a century before the 
Declaration of Independence by the colony of 
Massachusetts Bay against a plague, prob- 
ably yellow fever, in Barbados. The first de- 
tention hospital was established in 1757 at 
Rainsford Island, but the first basic legis- 
lative act was not passed until 1893. This law 
was the controlling measure against the in- 
troduction of disease to our shores until the 
law of 1944, which did not depart from that 
of 1893. Modernization of both laws and 
practices of quarantine have been so slow 
that medical knowledge and epidemiologic 
information often have been far in advance 
of practice. 

Those nations which are separated from 
others by long reaches of ocean have always 
relied for protection on the time required to 
bring new populations from countries in 
which exotic diseases were present. Generally 
speaking, the elapsed time to travel by boat 
from Asia, Africa, or Europe to America al- 
lowed the development of most cases of quar- 
antinable diseases to take place in passage so 
that when the boat docked, the seriousness 
of the illness was at once apparent; quaran- 
tine measures could then be applied without 
the necessity of exhaustive search. 


Read at a general meeting of the State Medical Association 
of Texas, Annual Session, Dallas, May 6, 1947. 


As traffic has become speedier, the need 
for additional measures has become increas- 
ingly evident. Cognizance of this fact was 
observed in the deliberations of the Health 
Council of the League of Nations and a prac- 
tical application of modern knowledge was 
made in the Far East. This application con- 
sisted of a system of reporting the presence 
of quarantinable diseases promptly by cable 
and radio to a station in Singapore and re- 
distributing the information from there to 
various points in the Far East. A similar sys- 
tem was inaugurated in the Western Hemi- 
sphere under the auspices of the Pan-Ameri- 
can Sanitary Conference, but the system was 
slow because of the method of reporting, con- 
solidating, and republishing information. 

During the period recently ended, the 
United States and other countries made the 
bill of health, a fifteenth century invention, 
the basis of quarantine practice, and in the 
United States its use was not abandoned 
until after the report, in 1944, of the Inter- 
departmental Quarantine Commission. Long 
ago all the principal countries had concluded 
that it was necessary to know about sanitary 
conditions at ports of departure before the 
boat arrived with the information on its bill 
of health. Accordingly, consuls have been 
reporting important facts about ports of the 
world by mail or cable, and these reports 
reach official hands long before the bill of 
health, although even reports of consuls are 
sometimes delayed in getting into the hands 
of the official who must take preventive ac- 
tion. 

Modern control of the movement of per- 
sons with exotic diseases should be based on 
the following: 


1. A prompt knowledge of the occurrence 
of quarantinable diseases throughout the 
world should be provided by a system of 
radio transmitting stations strategically lo- 
cated so as to form centers for collecting and 
reporting the health conditions of the world. 

2. A passenger in international traffic 
should be required to carry a simple interna- 
tional form on which would be entered a list 
of the countries in which he has resided dur- 
ing the previous two weeks and a report of 
the diseases against which he has been im- 
munized either by having had the diseases 
or by having been given proper vaccinations. 
No passenger should be permitted in inter- 
national travel unless he has been validly 
vaccinated against smallpox. One of the most 
important observations during the last war 
was that several diseases of great interna- 
tional importance could be controlled by vac- 
cination. This fact should furnish a new ba- 
sis for traffic regulations with reference to 
quarantine procedures. If passengers have 
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not been properly vaccinated against quaran- 
tinable diseases present in a country from 
which they originate or if the incubation 
time has not passed, they should be detained 
for observation or placed under surveillance 
when arriving in the new country. If proper 
procedures are established so that the pass- 
enger is processed before departure, no quar- 
antine procedures should be necessary at the 
terminal station, and detention and surveil- 
lance should be rarely exercised. 


3. The final principle is concerned with 
the sanitation of the conveyance. With the 
advent and expansion of traffic by air, new 
hazards came to the attention of health au- 
thorities. Not only could passengers be trans- 
ported to new countries during the incuba- 
tion period of a disease while they exhibited 
no signs or symptoms, but it was thought 
that the plane itself would act to transmit 
vectors (insects) of disease from country to 
country. The first regulations designed to 
prevent the occurrence of such a catastrophe 
as might result from transmission of vectors 
was issued by the United States Public 
Health Service. If its action was not based on 
sound reasoning, at least the service must be 
given credit for forward thinking. The regu- 
lations were based on the theory that Aedes 
aegypti, infected with the virus of yellow 
fever, might board a commercial plane and 
give rise to an epidemic of yellow fever in 
the United States, and that Anopheles gam- 
biae might be implanted in this country by 
similar means. In neither instance does the 
theory appear likely to be correct. In the first 
instance the theory was apparently based on 
a failure to evaluate the factors which would 
be necessary before an outbreak of yellow 
fever could take place. It did not reckon with 
the habitat and flight range of Aedes aegypti, 
which preclude the likelihood of spreading 
yellow fever by mosquitoes, by plane. In the 
second instance the theory was based on the 
notion that Anopheles gambiae arrived in 
Brazil by plane. It now appears this was not 
the case but that fast French avisos actually 
were responsible for the act. 


As a result of careful study and evalua- 
tion it now appears that the airplane has 
never been responsible for the transmission 
of a new insect vector of disease into and 
its implantation in a country, ‘even in the 
absence of deliberate preventive measures. 
Such cannot be said with any degree of cer- 
tainty with reference to agricultural pests, 
and it is here that defense mechanisms must 
be set up. The use of the aerosol bomb with 
pyrethrum has proved to be effective against 
many types of vectors which might transmit 
diseases and which might be suggested as 
possible stowaways. However, against agri- 
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cultural pests there has not been established 
as yet a simple or even an elaborate effective 
barrier. 

The problem of transferring rats, infected 
with plague, from one country to another by 
means of ships is as old as commerce. It 
still exists and our guard must constantly 
be kept up to prevent this very serious oc- 
currence. The only practical preventive meas- 
ure has been worked out by the United States 
Public Health Service in its program of 
building rats out of ships. If this plan were 
followed by all nations and a good inspection 
service maintained, the hazard of plague-in- 
fected rats in shipping would be, to all prac- 
tical purposes, eliminated. With the increase 
in the use of freight-carrying planes, the 
rat problem in air traffic has already become 
important. While it is not likely that colonies 
of rats will develop in many planes, the 
chance of transporting a single plague-in- 
fected rat from one country to another must 
be considered a definite hazard. 


DISEASES OF INTEREST IN WORLD WAR II 

With the approach and development of 
World War II a number of other diseases be- 
sides those listed as quarantinable became 
the subject of wide interest and anxiety. It 
was necessary to explore the theory that the 
extreme rapidity of travel which would 
bring great masses of men and women into 
new countries might affect the health of a 
great many people, so that, for a while, a 
kind of hysteria gripped the country. A care- 
ful consideration of the epidemiologic be- 
havior of the diseases and a knowledge of the 
measures which could be applied to control 
them under military authority should have 
given more sense of security than was ex- 
hibited. 

Plague and Yellow Fever.—Neither plague 
nor yellow fever occurred among any of the 
armed forces of the United States; hence 
it was not brought to our shores by this 
personnel. Plague is, however, a problem 
in this country. At least twelve states have 
reported the presence of sylvatic plague. 
Along the caravan and pilgrimage routes of 
the Middle East this disease still extracts its 
toll, and there its control lies in fighting rats 
and in the liberal use of DDT in rat runs 
and on the bodies of exposed persons. Rigid 
inspection, fumigation, and constructional 
features of ships will protect other countries 
against its introduction. Yellow fever in in- 
ternational traffic can be controlled by vac- 
cination but its ultimate control must rest 
on the elimination of Aedes aegypti from 
coastal towns and cities, especially in those 
countries where jungle fever still exists. 
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Cholera.—The armed forces escaped chol- 
era during the war and would have had no 
cases yet had it not been for a group of four- 
teen men who, disobeying all regulations, 
acquired the disease in China after the close 
of hostilities. All personnel going to cholera- 
infested areas were vaccinated and the evi- 
dence clearly favors the conclusion that the 
procedure was effective. The danger of im- 
planting cholera in this country is small; the 
numerous hospitals, water supplies with 
proper sanitation, and the increasing number 
of water carrier sewage disposal systems 
preclude epidemics of this disease. 


Typhus Fever.—Typhus fever, because of 
its prevalence during World War I, was 
greatly feared and elaborate precautions 
were taken to prevent its occurrence in the 
armed forces. Vaccine was the chief weapon 
of defense and it proved to be highly effec- 
tive. Although masses of the forces of the 
United States were frequently exposed to 
the disease in severe epidemic form, only 63 
members of the armed forces contracted the 
disease and almost all were but mildly ill. 
Later the use of DDT protected the public 
and prevented the spread of disease. In coun- 
tries like the United States, where soap and 
water are plentiful and reasonably clean 
clothes the rule, epidemics of typhus should 
not occur. 

Smallpox.—The experience with smallpox 
was particularly enlightening, for it was 
shown that more attention than usual has 
to be paid to the details of vaccination and 
to observation afterwards. There were 125 
cases in the armed services and there was 
some evidence that strains of smallpox virus 
in the Middle East were sufficiently virulent 
to cause the disease in persons who were 
immunized by American cowpox virus. Most 
investigators, however, believe that the vic- 
tims were not properly immunized, possess- 
ing only partial immunity, if any at all. At 
any rate, smallpox in the armed services 
presented no hazard to this country except 
once many months after the close of hostili- 
ties when a soldier with the disease was 
brought into the West Coast and proper pre- 
cautions were not exercised during his stay 
in the hospital. The resulting epidemic was 
quickly brought under control. 

Leprosy.—Leprosy played no role in di- 
seases of the armed forces during the recent 
war. More alarm was felt for the introduc- 
tion of so-called tropical diseases than for 
some that are quarantinable, and hence, for 
the time being, they became diseases of great 
international importance. However, evidence 
now supports the conclusion that these di- 
seases have caused no particular hazard to 
this country as a result of the war. The 
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United States is not in the tropics, and trop- 
ical diseases, in a strict sense, occur in the 
tropics. 

Malaria.—The most important of these di- 
seases in the war was malaria. It accounted 
for 572,950 diagnoses and involved about 
125,000 persons. A large majority of these 
were free of plasmodia before they were 
returned to the United States and a large 
share of the remainder were treated in mili- 
tary establishments, both before and after 
their return, until. they were free of para- 
sites. A certain number, however, perhaps 
50,000, were returned to civilian life still 
harboring plasmodia; many of these have 
already become noninfective. There has been 
to date nothing to indicate that these persons 
have been responsible for any increase in the 
over-all incidence of malaria in the United 
States. Malaria in the United States follows 
a definite geographic distribution commen- 
surate with the distribution of Anopheles 
quadrimaculatus and Anopheles maculipen- 
nis, and it is unlikely that new areas will 
show more than a short-lived increase in 
autochthonous cases, if any increase at all. 

Amebiasis—A sufficient number of 
skilled and experienced technicians and phy- 
sicians were not available to examine mem- 
bers of the armed services frequently enough 
to establish the incidence of amebiasis ac- 
quired in foreign fields, although several 
thousand cases were reported, some reports 
of which were undoubtedly duplicates. The 
widespread occurrence of amebic infection 
in the United States, however, makes it un- 
likely that the addition of the cases from the 
armed services will play a significant role 
in increasing the over-all incidence. 

Trypanosomiasis.—Trypanosomiasis (Af- 
rican sleeping sickness) was not encountered 
in the armed forces and it does not seem 
possible that this disease will be established 
in the United States. No tsetse flies are 
known to exist in this part of the world and 
their habitat is so restricted and specific that 
the disease can be said hardly to belong in a 
list of internationally important diseases. 


Leishmaniasis.—Leishmaniasis has a more 
widespread distribution than that of trypa- 
nosomiasis, and it was diagnosed 361 times 
in our armed forces. Nearly every one of 
these infected persons was discovered early 
and cured before return to this country; the 
disease is unknown in North America. The 
species of phlebotomus flies which transmit 
the disease do not occur in North America 
and there is little to suggest that the disease 
will be implanted here. 

Relapsing Fever and Others.—Relapsing 
fever, which is endemic in at least two areas 
of the United States, occurred in 239 mem- 
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bers of the armed forces. The disease is 
self-limited in duration. Because of the par- 
ticular life history of the insects (ticks) 
necessary to transmit the disease, it is not 
a problem in international traffic. The same 
may be said of the 7,421 cases of scrub ty- 
phus. The trombiculids which transmit the 
disease are not present in the United States 
and their life history is so complicated that 
establishing themselves here would be dif- 
ficult. The disease is also self-limited. Simi- 
larly, Japanese B encephalitis, of which there 
were 25 cases, and sand fly fever, with 12,634 
recorded cases, presented no international 
problem. 

Dengue Fever and Bacillary Dysentery.— 
There is no way to estimate the number of 
cases of dengue fever and bacillary dysen- 
tery which occurred during the war. Dengue 
fever has occurred in epidemic form in the 
United States several times. It is transmitted 
by mosquitoes of the genus Aedes. Bacillary 
dysentery has been ever present. Both di- 
seases played disastrous roles during the 
war, but the nature of these illnesses does 
not justify their being treated as quarantin- 
able diseases. 

Filariasis.—Of the many infections caused 
by helminths, surprisingly few were en- 
countered in large enough numbers to make 
consideration of them important from a pub- 
lic health standpoint. Two in particular 
caused widespread comment: filariasis and 
schistosomiasis. One of these infections was 
caused by Wuchereria bancrofti; this infec- 
tion, together with those caused by all other 
filarial worms, was diagnosed 13,862 times. 
This number is of doubtful accuracy, for the 
diagnosis was made more often from signs 
and symptoms than from positive identifica- 
tion of the worm. As a matter of fact, iden- 
tification of the worm was rarely accom- 
plished. In perhaps a half dozen cases the 
microfilaria of Wuchereria was identified 
and in some, adult worms were found in 
lymph nodes removed for biopsy. Most of the 
total number of infected persons have now 
been declared free of signs and symptoms of 
infection and almost none now has microfil- 
ariae in the blood. World War II did not 
serve to spread filariasis. 

Schistosomiasis.—Schistosomiasis caused 
by the three species of Schistosoma which af- 
_ fect man was observed in American service 
men and women. It was the other helminthic 
disease to create great concern. Only a few 
infections due to Schistosoma mansoni and 
Schistosoma haematobium were diagnosed. 
However, about 1,600 cases due to Schistoso- 
ma japonicum were observed. Fortunately, 
most of the infected persons have recovered 
but some are still excreting ova. There are no 
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known snails in North America in which the 
cercariae of either Schistosoma japonicum or 
Schistosoma haematobium are able to de- 
velop, and it is therefore unlikely that the 
worms can become established on this conti- 
nent. On the other hand, there are snails of 
the genus Tropicorbis in which Schistosoma 
mansoni can develop. They are restricted to 
areas in the South and the possibility of their 
becoming infected naturally seems at present 
to be remote. Persons harboring Schistosoma 
mansoni had entered the United States many 
times before the war and no area of endem- 
icity has yet been established. 

Intestinal Parasites.—There were many in- 
stances of infection of the gastro-intestinal 
tract by parasitic worms in the armed forces. 
Even the approximate number will never be 
known. Certainly there were several thou- 
sand cases of ascariasis, trichuriasis, and un- 
cinariasis. These diseases are not propagated 
unless certain physical factors exist and sani- 
tation is minimal. Where conditions are suit- 
able, these worms are already present in the 
population of North America. 

In New Zealand, Australia, North Africa, 
and Italy, members of our armed forces came 
in contact with dogs infected with hydatid 
disease. In spite of numerous warnings many 
made pets of stray dogs and some _ un- 
doubtedly have become infected with the 
worm. In the years to come others will be 
discovered. Dogs, possibly infected with this 
tapeworm, were brought into this country 
where no infected dog has ever been known. 
No amount of directives could control the 
emotions of the average American man or 
woman, and the sentiment connected with 
pet dogs. Unfortunately the public will have 


to pay for this emotionalism in the years to 
come. 


SUMMARY 


Traffic and commerce tend to spread di- 
seases, but carefully evaluated barriers when 
properly erected and maintained will serve 
to safeguard a country from foreign diseas- 
es. The barriers associated with air routes 
have so far been effective, and these together 
with sea lanes constitute the least likely 
source of the spread of diseases. Land routes 
are still the chief means of the spread of 
communicable diseases. 

World War II furnished the ground for 
excellent field tests for the practice of mod- 
ern preventive medicine and sanitation. It 
has become evident that the carefully main- 
tained program of immunization carried out 
by the armed forces was remarkably effec- 
tive. This war, unlike its predecessors, did 
not serve to spread diseases, and in spite of 
the fact that a minimal number of persons 
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contracted exotic diseases, the danger to the 
public health of North America has been 
small. No epidemic of exotic diseases has 
been recorded in North America since the 
war. 

Although the public health is not endan- 
gered by those persons acquiring exotic di- 
seases in service in World War II, it is im- 
perative that physicians be alert to detect 
and treat those suffering from such diseases. 
The public should be assured that this coun- 
try is not seriously menaced by them and 
that no new plagues have been introduced 
to these shores. Public health officials will 
still have to maintain and carry out scientific 
procedures, and to eliminate all unnecessary 
procedures in quarantine. 

TUMOR SEMINAR* 
Conducted by 
EMIL NOVAK, M. D. 


Assistant Professor of Gynecology 
Johns Hopkins University School of Medicine 


BALTIMORE, MARYLAND 


Dr. B. F. Stout, San Antonio, presided as 
chairman of the meeting. 


Dr. B. F. Stout: This is the third of a 


series of tumor seminars presented by the 
San Antonio Society of Pathologists in col- 
laboration with Brooke General Hospital 


Pathologists. We are now starting the fifth 
winter of group study, which has been of 
immense value. We have wished to share the 
more interesting material with other path- 
ologists, as we have in the past seminars, the 
first of which was held in San Antonio in 
1944, and the second in 1945, both conduct- 
ed by Dr. Arthur Purdy Stout of New York. 
The proceedings of both seminars were pub- 
lished in the TEXAS STATE JOURNAL OF MED- 
ICINE.° We intend to make this an annual 
event. 

I now wish to introduce to you the speaker 
of the day, a man who is known internation- 
ally, a man who is the author of “Textbook 
on Gynecology” and “Gynecological and Ob- 


stetrical Pathology,” Dr. Emil Novak of Bal- 
timore. 


Dr. Novak: First of all let me express my 
appreciation of the invitation to take part in 
your seminar today. I hope you will discuss 
the cases presented as freely and fully as you 
like. There will be sections in which path- 
ologists will not agree; I hope you will give 
me the freedom to make as many side ex- 


*Epitor’s NoTE: The tumor seminar conducted by Dr. Novak 
in San Antonio on October 19, 1946, was the third such annual 
conference sponsored by San Antonio and Brooke General Hos- 
pital pathologists, who supplied most of the material for study. 
Twenty-five gynecologic tumors were considered by the attend- 
ing pathologists, who came from throughout Texas and adjoin- 
ing states. Each pathologist was furnished a history and slides 
for each case. Dr. Novak then commented on each tumor and 
directed a general discussion. 
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cursions as I wish, to clarify or elaborate the 
various subjects. The chief topics will natur- 
ally be those suggested by the sections which 
have been sent in. However, I have brought 
some lantern slides which will, perhaps, show 
variations of the lesions to be discussed, 
hoping thus to give a broader viewpoint than 
would be possible by sticking too closely to 
a discussion of the slides submitted for this 
particular meeting. It would seem both sen- 
sible and time-saving to study the cases in 


groups of those showing similar or allied 
lesions. 


If I may make the criticism for considera- 
tion in preparing for future seminars, the 
slides which have been submitted, excellent 
though most of them are, cannot be consid- 
ered as representative of all the more im- 
portant gynecologic lesions encountered by 
the pathologist. Some of the slides are poor, 
not lending themselves to satisfactory photo- 
micrography. There is not a single slide of 
cervical cancer, and yet this is perhaps the 
most important single lesion in which the 
pathologist decides the treatment and per- 
haps the fate of the patient. I hope, there- 
fore, that you will feel free to bring up for 
discussion any problem in which you have 
been interested, or concerning which you 
have been confused. 


HYPERPLASIA AND ADENOMYOSIS 


CASE 1.—Presented by Dr. A. O. Severance, San 
Antonio. 


History.—Mrs. L. V. G. began to bleed June 4, 
1946. She soiled from five to six pads daily. She did 
not pass clots and there was no pain. Her family 
doctor was consulted and he said she passed a grape- 
like mass of tissue. She had also noticed at this 
time a tumor mass in the lower abdomen. 


Menstrual History.—Menstrual periods began at 
the age of 12 or 13. There was excessive menstrual 
bleeding which continued for a year in spite of 
treatment by the doctor. There was more bleeding 
during the cycle than there were days free of bleed- 
ing. The uterus was curetted when the patient was 
14, and there was no menstruation thereafter for 
eight months. Another curettage was done when she 
was 16. Again there was no flow for eight months. 
Following this episode the patient began to bleed 
more freely than ever. At 17 she had a laparotomy, 
at which time the appendix and part of the ovary 
were removed. She improved for a while. When the 
patient was 23, a doctor in Houston did a biopsy 
of the mouth of the womb. He told her he had re- 
moved a polyp. The bleeding was less in quantity 
after this. She was married at age 24. After her 
marriage in December, 1944, she had as severe 
bleeding as previously. She gave no history of having 


been pregnant. The bleeding increased following 
intercourse. 


Laboratory Examination.—The urine showed 1 
plus albumin, 3 plus red blood cells. The hemoglobin 
was 8.6 Gm. per 100 cc. or 60 per cent; red blood 
cells, 3,500,000; white blood cells, 6,100; stabs, 12; 
segmented forms, 35; lymphocytes, 50; eosinophiles, 
1; and monocytes, 2. The Kahn test was negative. A 
Friedmann test June 20, 1946, was negative. 


On June 20, 1946, a subtotal hysterectomy was per- 
formed. 
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Gross Description.— 


1. The specimen consisted of a membranous strip 
of pinkish-gray to reddish-gray tissue measuring 
in its flat state about 11 by 6 by 0.6 cm. Portions 
of this strip were soft, elastic, pale, and suggestive 
of endometrium. Numerous small cysts filled with 
clear fluid were present in these portions. Else- 
where the tissue had a more fibrous and hemorrhagic 
appearance. 

2. The specimen consisted of three masses of 
pinkish-gray, somewhat friable, and moderately firm 
granular tissue having a total aggregate of 4 by 3 
by 1 cm. Some portions of these pieces were hem- 
orrhagic and friable. 

38. The specimen consisted of a previously opened 
uterus, supracervically amputated, measuring 11 by 
7 by 6.5 cm. The serosal surfaces were smooth, 
pinkish-gray, and glistening. The myometrium had 
a homogeneous, pale pinkish-gray appearance and 
averaged 2 cm. thick. The endometrium, as such, 
was completely flattened. The endometrial cavity was 
filled with a mass of soft, cystic tissue which aver- 
aged about 3.5 cm. thick. The cysts measured up 
to 1 cm. in diameter. They were thin-walled and 
filled with clear, watery fluid. The cavity in the 
lower uterine segment was dilated and filled with 
a mass of tumor tissue continuous with that in the 
fundus and protruding from the dilated canal. The 
free edge of this portion was rough and hemorrhagic 
as a result of the first operative procedure. 

The patient had a smooth and uneventful recovery. 

(Discussion of this case appears under case 3.) 

CASE 2.—Presented by Dr. Herbert J. Schatten- 
berg, San Antonio. 


History.—A 54 year old white woman entered the 
hospital April 30, 1946, complaining of tiredness 
and weakness beginning six months previously. Her 
second pregnancy resulted in miscarriage. The 
normal periods continued for from four to five days. 
Following the menopause two years previously there 
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Fic. 1. Case 2. Hyperplasia in an area of uterine adenomyo- 
sis. X 40. 


were no complications and no vaginal discharge. 
For years the patient was conscious of a slight sen- 
sation in the lower back during periods, but there 
was no bearing-down or pain in the pelvis. She had 
edema of the knees and ankles for six months prior 
to operation. The physical examination was essen- 
tially negative. A supravaginal hysterectomy was 
performed in which the tubes and ovaries were not 
removed. 


Pathologic Description—The specimen consisted 


of the uterus and appendix. The myometrium was 
distorted by a tumor mass. The tumor was solitary, 
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in an intramural position, and measured 4 cm. in 
diameter. It was quite firm and pink. Within this 
tumor could be noted cystic areas which appeared 
to be filled with mucoid material. Cystic areas were 
also noted within the myometrium proper. These 
were filled with a chocolate-colored material. 

(Discussion of this case appears under case 3.) 


CASE 3.—Presented by Dr. A. O. Severance, San 
Antonio. 


History.—Mrs. F. de los S. was a _ resident of 
Mexico, and because of language difficulties a com- 
plete history could not be obtained. However, a note 
from her physician stated that she had been both- 
ered with slight intermenstrual bleeding for three 


Fig. 2. Case 3. 


“ Atypical area in a Swiss-cheese hyperplasia. 
67. 


or four months. There were no other symptoms in- 
dicative of a malignant tumor. The examination by 
her physician led him to suspect early malignancy 
of the cervix. Examination in San Antonio later 
showed a moderate erosion of the cervix with no 
outstanding objective findings that would cause 
suspicion of malignancy. A diagnostic curettage 
was performed. 

Gross Description.— 


1. The specimen removed from the cervix consisted 
of a wedge of red to pinkish-gray tissue which meas- 
ured 10 by 8 by 5 mm. The cut surface was glisten- 
ing gray and rubbery. A fresh frozen section of this 
piece was diagnosed as chronic cervicitis and ever- 
sion of the endocervix. 


2. The specimen curetted from the endometrial 
cavity consisted of a large mass of spongy, soft, 
glistening gray tissue. The mass measured 4 by 
3.5 by 1.3 em. On fresh frozen section this tissue 
was diagnosed as endometrium in an atypical, per- 
sistent late proliferative phase or so-called Swiss- 
cheese hyperplasia. 

Discussion.— 


Dr. Novak: The slides for cases 1, 2, and 3 may 
logically be discussed together. Case 3 shows the so- 
called Swiss-cheese gland pattern so characteristic 
of endometrial hyperplasia. Some of the glands are 
large and cystic, some small and narrow, and they 
are all lined by a single layer of epithelium. There is 
no suspicion of malignancy except in the small area 
shown in the illustration. Here there is some irregu- 
larity of the glands, and the epithelium takes a 
much lighter cytoplasmic stain, so that the area 
stands out from the surrounding obviously benign 
endometrium. Is this paler area to be looked upon 
as suspicious of adenocarcinoma? I believe not, on 
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the basis of many observations of the later course 
of similar cases in which only curettage was done. 
Such areas represent only immature or abnormally 
differentiated epithelium, and not infrequently the 
epithelium in such areas resembles tubal epithelium. 


The microscopic diagnosis of hyperplasia is easy 
enough in the great majority of cases, for those of 
the Swiss-cheese type bear no resemblance to can- 
cer. In a small proportion, however, the hyperplasia 
is of atypical variety, representing a proliferative, 
adenomatous picture which may make its differen- 
tiation from adenocarcinoma extremely difficult. I 
have brought some supplementary lantern slides to 
illustrate these proliferative varieties of hyperplasia 
which have often been wrongly interpreted as adeno- 
carcinoma. (Lantern slides.) 


While a pathologist familiar with these pseu- 
domalignant pictures can ordinarily differentiate 
them from cancer, there is a small residuum in 
which the most expert pathologists may disagree, 
and in these it is best to treat them as carcinoma. 
Some years ago a distinguished Viennese gynecol- 
ogist, Joseph Halban, visited me in Baltimore. I 
recall showing him one of these questionable lesions, 
and I recall his remark, “Nicht Karzinom, aber 
besser heraus!” (Not carcinoma, but better out!) 
On the other hand, I am sure that there has been 
some vitiation of cancer statistics because of the 
inclusion of such proliferative but benign lesions as 
we are discussing. 


Case 1 likewise shows an exaggerated Swiss-cheese 
pattern, with markedly cystic glands. The epithelium 
is low and the interglandular stroma is fibrous. 
Beyond the menopause the terminal menstrual cycles 
are often anovulatory, with a purely estrogen effect, 
imposing on the endometrium the characteristic 
pattern of hyperplasia, and long after the cessation 
of ovarian function this pattern persists, even though 
in retrogressive form. The large cystic glands at 
times seen in senile endometria are explained in 
this way, and not, as is often stated, by blockage of 
gland ducts by the contracting fibrotic stroma. 

It might be worth while to call attention to the 
fact that even very active hyperplasia, identical with 
that seen in reproductive life, may be encountered 
in women long after the menopause. I have seen it 
in women as old as 82. Frequently it involves only 
parts of the endometrium, but it may be diffuse. 
The source of the postmenopausal estrogen respon- 
sible for postmenopausal hyperplasia is believed to 
be the adrenal cortex. In our laboratory we have 
been interested in the fact that such hyperplasia 
has been an associated lesion in something like 25 per 
cent of our adenocarcinoma cases,® and have sug- 
gested that postmenopausal estrogenic stimulation 
or irritation of the endometrium in the absence of 
progesterone may play a predisposing role in the 
development of carcinoma. 

Case 2 represents an even more characteristic 
hyperplasia picture which, from the gross descrip- 
tion, was found intramurally, deep in the muscula- 
ture of the uterus, in what was evidently a case of 
adenomyosis. With the latter lesion there is a benign 
invasion of the muscularis by the endometrium, so 
that islands of the latter are scattered throughout 
the muscle. Sometimes this aberrant endometrium 
responds hormonally just like the surface mucosa, so 
that when the latter, for example, is in a progesta- 
tional phase, so is the ectopic endometrium. More 
often, however, the latter is of immature type, re- 
sponding to estrogen but not to progesterone. If in 
such a case the hysterectomy is done just before 
menstruation, the endometrium on the surface shows 
the progestational picture, but the aberrant en- 
dometrium is seen to be of purely proliferative type, 
— often a typical Swiss-cheese hyperplasia pat- 

ern 


Dr. Asa Beach, San Antonio:‘In one of the cases, 
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you mentioned that the patient had received rather 
large doses of stilbestrol. Do you think this is 
dangerous? 


Dr. Novak: I am glad this question was asked, 
because it calls attention to a prevalent therapeutic 
abuse and an increasingly frequent problem of lab- 
oratory diagnosis. When stilbestrol is used for the 
relief of menopausal symptoms, its use should be 
restricted as to both dosage and duration. If kept 
up too long, it produces bleeding, which raises the 
question of possible malignancy, and sometimes 
diagnostic curettage is indicated. The curettings in 
such cases may show either a simple hyperplasia or 
the highly proliferative adenomatous type, the 
pseudomalignant variety which I have already dis- 
cussed. If there is a clear history of stilbestrol abuse, 
cessation of the therapy may safely be followed by 
watchful waiting, with no further measures if there 
is no recurrence of bleeding. Ordinarily there is not 
such a recurrence. 


You are no doubt interested in the possible can- 
cerogenic hazard of estrogen therapy, too big a ques- 
tion to discuss in full. It has been possible to re- 
produce cancer-like or even genuinely cancerous 
lesions in animals by extremely large and long con- 
tinued estrogen treatment. Such dosage when trans- 
lated to the human scale is far larger than any one 
would think of using therapeutically. So far as I 
know, there is no clear evidence that a human can- 
cer has been induced by estrogen therapy. Several 
cases of cancer of the breast and at least one of 
adenocarcinoma of the uterus have occurred in wom- 
en who had previously had estrogen therapy. But in 
view of the great frequency of cancer without pre- 
vious estrogen therapy and of excessive estrogen 
treatment without subsequent cancer, these few 
cases may well be of the post hoc, ergo propter hoc 
variety, and are certainly not scientifically unim- 
peachable. While this is true, the wise clinician will 
avoid or sharply limit estrogen therapy in patients 
who have any lesion of so-called “precancerous” 
nature, or in those who appear to have a very strong 
family tendency to cancer. 


Dr. A. O. Severance, San Antonio: In case 2 the 
gross description is very suggestive of an _adeno- 
myosis. I believe you said that was possibly the 
diagnosis. Do you think this picture is occurring 
in an area of adenomyosis? 


Dr. Novak: Yes, on the basis of the gross descrip- 
tion, although this could not be determined from 


the single slide which was submitted for examina- 
tion. 


Dr. B. F. Stout, San Antonio: At what depth of 


the endometrial glands do you call a condition 
adenomyosis and to what depth does it have to go to 
give clinical symptoms? 


Dr. Novak: When the islands of endometrium are 
seen well beneath the surface from which they arise 
but from which they are often widely separated, 
there is no question as to the adenomyosis, as in 
the representative slide I have brought. (Lantern 
slide.) There is no submucous layer in the uterus, 
and the tips of the glands as well as their adjacent 
stroma normally dip slightly into the clefts of the 
underlying muscle. Occasionally this indentation is 
so marked as to indicate a tendency to adenomyosis, 
and no mathematical line can be drawn between 
this and adenomyosis. In the latter, however, there 
is always an associated muscular overgrowth, of 
diffuse and whorl-like character, unlike the sharply 
circumscribed and definitely neoplastic picture of 
myoma. 


Audience Member: How long will it take for re- 
gression to occur following stilbestrol therapy? 


Dr. Novak: It should be about complete within a 
month. 
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Audience Member: Do you pay any attention to 
the stroma in these suspicious cases? 


Dr. Novak: Not nearly as much as I do the 
epithelial changes in the frankly benign Swiss- 
cheese type. The stroma gives the impression of 
over-abundance and exaggerated growth, but in the 
proliferative and adenomatous types the stroma 
may be quite scant. 


Dr. C. T. Ashworth, Dallas: What is the sig- 
nificance of a tubal type of epithelium in the uterus 
showing no evidence of hyperplasia? 


Dr. Novak: It represents one of the types of cif- 
ferentiation anomaly so frequent in the genital tract. 
It must be remembered that all the genital epithelia 
are derived from the primitive peritoneum or celomic 
epithelium, which after its invagination to form 
the Miillerian ducts differentiates at separate levels 
to form the endosalpinx, endometrium, and endocer- 
vix. The surface epithelium of the ovary is like- 
wise celomic in origin, and at times, for unknown 
reasons, it shows undue differentiation (pr osoplasia) 
into endometrium or endosalpinx. This, in essence, 
is the celomic theory as to the origin of endome- 
triosis. In the tube such segmental differentiation 
anomalies explain the occasional finding of real 
endometrium. In the endometrium, again, the dif- 
ferentiation may lag behind its usual degree 
(retroplasia) and patches of typical tubal epithelium 
may therefore occasionally be found in the endome- 
trium. 

Dr. Ashworth: It does not indicate any ab- 
normality or persistent endometrial phase, does it? 
Dr. Novak: No. 


MYOMA AND SARCOMA OF UTERUS 


CASE 4.—Presented by Dr. 
Antonio. 


History.—Mrs. D. D. W. first came to the doctor 
because of sterility. She had been married for six 
years and had never been pregnant. Upon examina- 
tion, the uterus was found to be high in the pelvis, 
and the cervix could hardly be reached with the 
finger or the speculum. At this time a fibroid was 
not felt and the tubes were blown out. When the 
time of ovulation came, the doctor inseminated the 
cervix. The patient did not menstruate after this. 
At three months a fibroid was felt in the uterus. As 
the pregnancy progressed the fibroid grew. The 
fibroid being in the lower uterine segment, it was 
decided that a cesarean section should be performed. 
Because of the size of the tumor and its rapid 
growth, a hysterectomy was done. The patient pro- 
gressed nicely, but on the third day the baby took 
a turn for the worse and upon autopsy the cause of 
death was diagnosed as “congenital heart disease.” 

Discussion.— 


Dr. Novak: The changes which pregnancy has 
produced in this myoma, and these are characteris- 
tic, are hypertrophy of the individual muscle fibers 
and marked edema, the muscle bundles being ap- 
parently teased apart as a result of the edema. Cir- 
culatory changes involving the myoma are very 
common, and seem to be responsible for the fre- 
quency with which such growths undergo degenera- 
tive changes. The most characteristic change is the 
so-called red or carneous degeneration, in which the 
eut surface of the tumor has the dusky red color 
and appearance of partially cooked beef. The mech- 
anism is still not thoroughly understood, though the 
process apparently consists of a necrobiosis asso- 
ciated with thrombosis and extensive local hemoly- 
sis. I can illustrate the microscopic appearance with 
a number of slides which I have brought. (Lantern 
slides.) 

These degenerations in myomas associated with 
pregnancy are of considerable clinical importance, 
since they produce severe pain, tenderness, and 
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muscular rigidity, with moderate fever and leukocy- 
tosis. Interesting diagnostic problems may thus 
arise, with the necessity of differentiation from such 
conditions as appendicitis, cholecystitis, and torsion 
of ovarian cyst pedicles. Conservative treatment, 
with only a small proportion of exceptions, is fol- 
lowed by subsidence of the fever and disappearance 
of the local symptoms. 


CASE 5.—Presented by Dr. A. O. Severance, San 
Antonio. 


History.—Mrs. G. M., a 62 year old white woman, 
first complained of a catching back pain in August, 
1944. Her family doctor thought the pain was caused 
by the right ovary. He therefore gave her ovarian 
hormone, which she has continued to take during 
the last two years at the rate of one or two doses a 
day. She has had difficulty with her urinary bladder 
off and on since 1918. On November 9, 1944, the 
patient began to menstruate and continued until 
November 23. She had severe cramping pains all 
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Myosarcoma (spindle cell type) of the uterus. 
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night with pressure upon the bladder and rectum 
and something presented through the vaginal orifice. 
This was followed by a gush of blood, fluid, and a 
mass. of material resembling an abortion. She was 
relieved of her symptoms. Her menstrual flow con- 
tinued. The doctor gave her ergotrate. In February, 
1945, the patient passed purple plum-like material 
which on microscopic examination was diagnosed as 
endometrial polyps which had become gangrenous 
and a leiomyosarcoma (?) of the uterus. On Feb- 
ruary 25 the uterus was curetted, following which 
the patient felt much better even though she con- 
tinued to bleed for a week. 


Menstrual History.—The menstrual periods of the 
patient ceased in 1920. Her age at the onset of 
menstruation was not given. She has one son, age 
37. Examination showed an anteflexed uterus and 
senile vaginal changes. Hysterectomy was advised 
and this was carried out July 6, 1945. 


Gross Description.—The specimen consisted of a 
uterus including the cervix but minus tubes and 
ovaries. The uterus measured 8.5 cm. in length, 5.2 
cm. in width, and 4 cm. in the greatest thickness in 
its opened fixed condition. The specimen was open- 
ed after operation and placed in formalin. The 
serosal surface in places was smooth, glistening, 
purplish-brown. The extraperitoneal portion was 
rough, fibrous, and light brown. Filling the en- 
dometrial cavity were friable, gray nodular masses 
of tumor similar in appearance to tissue curetted in 
a previous operation in this same uterus. A section 
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through the uterus showed that the tumor had in- 
vaded the wall of the uterus. Its nearest approach 
to the line of incision was 2 mm. in the region of the 
broad ligament. It also penetrated within 3 mm. of 
the serosal surface. The cut surface of the tumor 
was gray, in places was hemorrhagic, and in places 
was medium to light brown. Representative areas 
were taken for further examination. Grossly, the 
tumor appeared adequately excised. 
Discussion.— 


Dr. Novak: This is a spindle cell sarcoma of 
rather low degree of histologic malignancy, and of 
a type often seen when the sarcoma develops in a 
myoma (myosarcoma). There is no doubt that the 
origin of uterine sarcoma is commonly myogenic, 
but in a considerable proportion it develops in uteri 
containing no myomas. However, any of the connec- 
tive tissue elements of the uterus may be the source 
of sarcoma, which is the malignant prototype of most 
benign connective tumors. Thus a sarcoma may 
arise in the connective tissue elements of the en- 
dometrial or endocervical stroma, but the largest 
proportion of cases «develop in previously existing 
myomas. Sarcomatous change should be suspected if 
the cut surface of the tumor, instead of presenting 
the characteristic whitish, trabeculated or whor]-like 
appearance, has the appearance of raw pork, or if 
it is soft and pultaceous in consistency, with often 
ragged cavities produced by necrotic change. Such 
a picture must be distinguished from the amorphous 
or gelatinous appearance of hyaline degeneration, 
which often passes on to extensive cystic liquefac- 
tion. In the latter case the fibroid may, in extreme 
cases, be converted into a species of secondary 
uterine cyst. 


It is well to cut into myomatous tumors in the 
operating room before the abdomen is closed; oc- 
casionally such examinations may modify the scope 
of the operation. Another point of practical operat- 
ing room importance is to open the cavity of the 
uterus. The mere fact that a patient has fibroids 
and that she bleeds does not necessarily mean that 
the two represent cause and effect. The bleeding 
may be due to an unsuspected adenocarcinoma, and 
it would be unfortunate if this were not found out 
until long after the patient is returned from the 
operating room. 

A problem which I am sure many of you have 
faced is to find unquestioned sarcomatous changes 
in a myomatous uterus for which only subtotal 
hysterectomy has been done. Shall the surgeon be 
advised to do a secondary complete operation or 
shall postoperative radiation be advised? With few 
exceptions radiation is the preferable plan, for sev- 
eral reasons. The sarcomas which arise in myomas 
are as a group less malignant than the diffuse 
variety, though there are exceptions. It is of inter- 
est, for example, that although thousands of small 
or moderate sized myomas have been treated by 
irradiation alone, I do not believe that there has 
ever been a report of subsequent sarcoma in such 
cases. In the second place, the uterus has usually 
been amputated well below the level of the sarco- 
matous myoma, so that there is little risk of sarcoma 
recurring in the residual cervix. If this is not the 
case, a secondary operation may be _ indicated. 
Finally, the metastases of uterine sarcoma are apt 
to be general rather than local, so that the conserva- 
tion of the adnexa probably does not materially in- 
crease the hazard of recurrence. 


A good many years ago Evans' made an interest- 
ing clinico-histologic study from which he concluded 
that the number of mitoses found in uterine sarcomas 
is a good index of the degree of clinical malignancy 
of such tumors. In the study of a large series of 
sarcomas in our own laboratory Anderson and I? 
were led to the same conclusion, which is perhaps 
not a surprising one. 
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The incidence of sarcomatous change in myomas 
is much lower than was stated in previous years, 
when many tumors diagnosed as sarcoma were really 
only very cellular but benign sarcomas. Our own 
figure was only .56 per cent, while other authors 
find it slightly larger (Kimbrough 1.02 per cent). 


Finally, it may again be mentioned that sarcoma 
can arise in either the endometrium or endocervix. 
Such sarcomas always have a polypoid tendency, the 
polypoid masses tending to become massive and 
brawny. In the cervix and vaginal vault there may 
arise the rare grape-like sarcoma, or sarcoma 
botryoides, which usually shows some teratomatous 
admixture, such as an embryonic type of striated 
muscle or cartilage. This lesion occurs characteris- 
tically in infants or very young children, and is 
always fatal. (Lantern slides of various types of 
sarcoma projected.) 


CASE 6.—Presented by Dr. A. O. Severance, San 
Antonio. 


History—Mrs. L. H., a 45 year old, white married 
woman entered the hospital May 17, 1946, with a 
complaint of indigestion, erructation, and soreness 
in the region of the stomach for the preceding 
several months. She was in bed two weeks in April. 
These stays in bed have been associated with her 
menstrual period and with short attacks of discom- 
fort. She says she feels her lungs have been low 
in the abdominal cavity. Physical examination 
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Case 6. Degenerating myosarcoma of the uterus. 


showed the abdomen to be tender throughout, more 
marked in the right lower quadrant. The pelvis ex- 
amination showed a large fibroid which was ap- 
parently fixed. The remainder of the physical ex- 
amination was negative. 


Laboratory Examinations.—The Kahn test and 
urinalysis were negative. There were 10.6 Gm. of 
hemoglobin per 100 cc. of blood, or 74 per cent; 
3,890,000 red blood cells; a color index of .94; and 
5,450 white blood cells. The differential count re- 


vealed 49 segmented cells, 49 lymphocytes, and 2 
monocytes. 


Operation.—An operation on May 18, 1946, con- 
sisted of a supravaginal hysterectomy with removal 
of both tubes and ovaries and a portion of the 
omentum. The enlarged uterus was firmly adherent 
to the sigmoid. A fresh frozen section on the small 
piece of omentum was diagnosed as possible en- 
dometriosis. The postoperative hospital course was 
uneventful and the patient was discharged as im- 
proved. Postoperative roentgen therapy was used. 
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Gross Description.—The specimen consisted of the 
uterus supracervically amputated. It had been pre- 
viously sectioned in three places. The surface was 
rough, nodular, and irregular over one side. The 
serosa over the opposite side was smooth, pale and 
glistening. The entire mass measured about 12 by 
15 by 12 cm. On the cut surface in the thickened 
wall was a grayish-white, whorled, indefinitely out- 
lined tumor having a gross appearance of a 
leiomyoma and measuring 10.5 cm. in its greatest 
diameter. This produced almost completely the great 
thickening which had taken place in the wall. On 
the outer surface of this mass was a layer of soft, 
yellow tissue forming a cap measuring 2.7 cm. thick 
and 7 cm. wide. In this tissue foci of hemorrhage 
were present. In addition, this tissue had a pro- 
nounced orange-yellow tinge and was indefinitely 
demarcated from the adjacent tumor mass. The 
endometrium was smooth, pinkish-gray, and aver- 
aged 0.5 em. thick. The tumor approached to within 
0.5 cm. of the endometrial cavity. The myometrium 
of the opposite wall was essentially negative. 


One tube measured 4 by 0.5 cm. and was grossly 
negative. The attached ovary measured 3 by 2.5 
by 1.5 em. Its surface was smooth. The cut surface 
was negative except for a corpus luteum 1.4 cm. in 
diameter. The other tube measured 3.5 by 0.7 cm. 
and was grossly negative. The attached ovary mea- 
sured 3 by 1.8 by 1.2 cm. The cut surface was es- 
sentially negative. 


Discussion.— 


Dr. Novak: The clinical data in this case are in- 
complete. I believe that this tumor has been thought 
to be possibly a granulosa cell carcinoma, because 
of the clear spaces, seen in figure 4, and interpreted 
as Call-Exner bodies. However, they impress me 
as representing simply a degenerative process in a 
myosarcoma of the uterus. Granulosa cell tumors 
of course do not occur primarily in the uterus, and 
even secondary lesions from a primary granulosa 
cell ovarian carcinoma are rare, though they may 
occur in the occasional advanced case. Nor do the 
clear spaces above mentioned actually resemble the 
Call-Exner bodies of granulosal tissue, which are 
sharply limited small and clear areas in growing 
granulosal tissue, whether benign or malignant. I 
shall show examples of Call-Exner bodies when we 
discuss granulosa cell tumors of the ovary. While 
the case is poorly defined both clinically and his- 
tologically (only one section was available for 
study), I believe this to be a degenerating myosar- 
coma of the uterus. 


Dr. A. O. Severance, San Antonio: I got the im- 
pression that those little areas were Call-Exner 
bodies rather than granulosa cells. 


Dr. Novak: I have already given the reasons why 
I do not believe this to be true. 


Dr. Severance: The omentum was involved by 
direct contact with this tumor. What is your opin- 
ion as to the effect of deep roentgen therapy? 

Dr. Novak: If I saw such a case at operation, I 
would certainly remove the omental mass if possible. 
If it were not removed, or even if it were, I would 
resort to subsequent roentgen therapy. 


CASE 7.—Presented by Dr. B. F. Stout, San An- 
tonio. 

History.—The patient is a middle-aged, Latin- 
American woman. Two years ago Dr. G. A. Guerra, 
Edinburg, did a subtotal hysterectomy and, finding 
the uterus filled with fibroids, discarded the speci- 
men. The adnexa were not disturbed as the ovaries 
were normal. Five months ago, the patient was re- 
ferred to Drs. C. F. Lehmann and J. L. Pipkin, 
radiologists, for a bleeding lesion in the cervix. A 
biopsy was taken and a diagnosis of leiomyoma was 
made. In August, the abdomen was opened by Dr. 
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Guerra; a frozen pelvis was found and the omentum 
was seen to be filled with tumors. These were also 
found in the parietal peritoneum. The ovaries 
could not be found in the mass. In September, a 
roentgenogram showed extensive metastasis to the 
lungs and in the bones of the chest wall. There are 


Fic. 5. Case 7. Metastatic sarcoma of omentum from probable 
primary tumor of the uterus. X 40. 


now tumors in the ribs and vertebra. The section is 
from the omental tumors. 


Discussion.— 


Dr. Novak: It would scarcely be profitable to dis- 
cuss this case at any length, chiefly because the 
pathologic material is so incomplete. The uterus and 
tubes were discarded, but the ovaries are said to 
have been normal. There is only the one slide, with 
the history of extensive and widespread metastases 
to distant organs, and obviously by the hematogen- 
ous route so common with uterine sarcoma. The one 
slide of omentum which was submitted represents 
what I would interpret as a sarcoma (fig. 5) prob- 
ably of uterine origin. Since no sections of the uterus 
are available, there is no way of establishing this 
beyond doubt. 


Dr. A. O. Severance, San Antonio: At the time 
of the operation this patient had numerous peri- 
toneal implants similar to the tumor in the omentum, 
and it is a very hard tumor. It appears like a 
metastatic carcinoma of the omentum. In your ex- 
perience, how often does a sarcoma of the uterus 
implant along the omentum and involve the 
peritoneum? 


Dr. Novak: It does not characteristically involve 
the peritoneum or omentum, but may do so. The 
distribution of the metastases as described in the 
history would be more suggestive of sarcoma than 
carcinoma. We simply do not have enough data on 
this case, but my own reaction is in favor of 
sarcoma. We must also think of mesodermal mixed 
tumors, but in the one section available for study 
there is no evidence of teratomatous admixture. 


HYDATIDIFORM MOLE AND CHORIONEPITHELIOMA 


CASE 8.—Presented by Dr A. O. Severance, San 
Antonio. 


History.—About September, 1945, M. F. ceased 
to menstruate normally. At each menstrual period 
the patient would have a very small amount of 
bleeding. About the last of December she consulted 
a doctor who told her that her uterus was enlarged 
and that she was pregnant. She had noted some 
lower abdominal distension. On January 26, 1946, 
she began to bleed freely and on January 29 she 
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passed a large amount of material, grape-like in 
nature. 





Fic. 6. Case 8. 


Benign hydatidiform mole. X 67. 


Menstrual History.—The patient began to men- 
struate at the age of 12 and has been normal. She 
has two children, the last born in July, 1944. She 
had one abortion at four months, six years ago. 


Physical Examination.—Examination revealed a 
Mexican woman, 23 years of age, not acutely ill. 
The uterus was enlarged to 1 inch below the um- 
bilicus, and there was tenderness in the lower ab- 
domen. The cervical canal and vagina were filled 
with large amounts of grape-like vesicles. The cervix 
was dilated. 


Laboratory Examination.— Laboratory studies 
showed occasional hyalin casts and occasional pus 
cells in the urine. The blood count was 2,480,000 red 
blood cells; 12 Gm. of hemoglobin; 32,000 white blood 
cells; 4 stabs; and 88 total polymorphonuclears. 


The patient was given sulfonamides. 


On February 2, 1946, the Friedman test was 
positive. 

The patient was given a transfusion and on Feb- 
ruary 9 a dilatation and curettage was done. She 
was discharged from the hospital on February 12 
in good condition. She was readmitted on February 
20 because of severe profuse bleeding which had be- 
gun about 3 o’clock in the afternoon. She was prac- 
tically pulseless upon admission. Examination at 
this time showed the vagina filled with blood clots, 
the uterus enlarged to about normal for a five 
months pregnancy, and the cervix soft and dilated. 
The blood count at this time was 3,500,000 red blood 
cells with 17,000 white blood cells. She was given a 
transfusion and after her condition improved suf- 
ficiently a hysterectomy was done, on February 26. 
The uterus was found to be enlarged and soft. Both 
ovaries were thick, each containing cysts measuring 
up to 10 to 15 cm. in diameter. Supravaginal hyster- 
ectomy and bilateral oophorectomy were done. She 
was given a transfusion postoperatively and on 
March 6 the sutures were removed. The wound was 
well healed. She was discharged on March 9. The 
patient was seen again about the second week in 
May, at which time no symptoms were observed. Her 
general condition was excellent. 


Gross Description.—The specimen consisted of the 
uterus and two attached masses. The uterus mea- 
sured 9 by 5 by 8 cm. The larger of the two masses 
measured 18 by 11 by 4cm. The smaller mass mea- 
sured 15 by 6 by 4 cm. The uterine cavity con- 
tained blood clots and friable thickened endometrium. 
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Two sections were taken. A section of the larger 
mass revealed it to be made up of multiple cysts 
containing serous fluid, some of which had clotted. 
There was clotted blood present in portions of the 
cyst. (The second section is discussed under case 9.) 
Discussion.— 


Dr. Novak: The chorionic villi seen in this section 
are all large because of hydrops; they show an ab- 
sence of blood vessels in the stroma, and they ex- 
hibit also a very striking trophoblastic prolifera- 
tion, involving both the syncytium and the Lang- 
han’s layer. It is on these three characteristics that 
I base the diagnosis of hydatidiform mole. Not all 
of these features are equally marked in all benign 
moles. In the grape-like vesicles which are extruded, 
or which fill the uterine interior, there may be 
little or no trophoblastic overgrowth, probably be- 
cause they have become separated from their blood 
supply. The same moles may show very marked 
trophoblastic proliferation in the villi still attached 
to the uterine wall. This mole is frankly benign. On 
the other hand, when the trophoblast grows in large 
masses into the uterine musculature, destroying the 
musculature as it advances, with extensive hemor- 
rhage and coagulation necrosis, and with usually 
complete blotting out of the original villous pattern, 
it presents the picture of the malignant chorionepi- 
thelioma. I shall show a series of slides illustrating 
cases of both benign moles and chorionepithelioma. 
(Lantern slides.) 


While there is usually little difficulty in diagnos- 
ing the frankly benign or the frankly malignant 
group, there is an intermediate group, not large 
numerically, in which there is apt to be difficulty 
and difference in opinion. Like many clinically 
benign moles the intermediate lesions show marked 
trophoblastic proliferation, but they exhibit in addi- 
tion an exaggerated capacity for vascular invasion 
and propagation, so that they can perforate the 
uterus, cause intraperitoneal hemorrhage, me- 
tastases, and death. To this group have been applied 
such designations as malignant mole or chorioade- 
noma destruens, though I think the latter a poor 
term. This type really represents, to my mind, a 
tat grade of the malignant type or chorionepithe- 
ioma. 

While formerly it was stated by some that some- 
thing like 10 per cent of hydatidiform moles become 
malignant, the proportion is probably much less, 
certainly not over 5 per cent, and probably nearer 
to 1 per cent. About 50 per cent of chorionepithe- 
liomas are preceded by hydatidiform mole, and this 
statement is not paradoxical if it is remembered 
that chorionepithelioma is exceedingly rare, far 
more so than the benign moles. In no field of path- 
ology are mistakes more frequently made than in 
this, with consequent vitiation of statistics. Recog- 
nizing this, the American Association of Obstet- 
ricians, Gynecologists, and Abdominal Surgeons has 
recently established a registry for the collection 
and study of these lesions, administered by a com- 
mittee of which I happen to be chairman. 


The ovaries in this case are said to have shown 
many large cysts, and although we do not have 
sections available, these were undoubtedly of the 
multiple lutein type, so often seen with either benign 
moles or chorionepithelioma. They are produced by 
luteinization (hyperreactio luteinalis) of either 
thecal or granulosal cells in the walls of usually 
atretic follicles which become greatly distended with 
fluid. It is not necessary to remove such ovaries, 
however huge they may be, when they are associated 
with benign moles, for the cysts disappear spon- 
taneously after evacuation of the mole. 

Finally, a word as to biological tests, which are 
probably much more important in the follow-up of 
such cases than they are in diagnosis. The quantita- 
tive titer in normally pregnant women, for example, 
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may be higher than it is in some moles. While 
biological tests should be repeated every two weeks 
or so after operations for the benign or malignant 
lesions, they are not infallible and in themselves 
cannot differentiate between the benign and the 
malignant lesions. If after evacuation of a mole the 
titer remains persistently high for perhaps several 
months, hysterectomy is justified. Hysterectomy 
most often will not reveal a malignant chorionepi- 
thelioma, but a persistence of histologically benign 
molar tissue, often deep in the uterine wall and be- 
yond the reach of a curette. 


Audience Member: Do you use the Friedman 
test? 

Dr. Novak: Yes, but I use the Aschheim-Zondek 
test for quantitative work. At Johns Hopkins the 
frog test is now most frequently used. 


Audience Member: Is the opening of the uterus by 
transperitoneal hysterotomy ever of any advantage? 


Dr. Novak: I do not think so. That method was 
suggested by Dr. Schuman of Pennsylvania some 
years ago, but I do not think he now employs it, 
and it has certainly not won general adoption. 


SYNCYTIAL ENDOMETRITIS 


CASE 9.—Presented by Dr. A. O. Severance, San 
Antonio. (The same patient as in case 8.) 


Discussion.— 


Dr. Novak: This interesting slide (fig. 7 above), 
from the wall of the uterus removed in case 8, shows 
a lesion which some have called syncytioma, but for 
which a better term is syncytial endometritis. It is 
characterized by the persistence of large numbers of 
syncytial elements in association with a marked 
chronic inflammatory reaction. It must be remem- 
bered that even the normal trophoblast is almost can- 
cer-like in its invasiveness, and that even in normal 
pregnancy trophoblastic cells are found deep in the 
muscular wall, especially in the implantation area 
(fig. 7, below). Such cells also invade the decidua, as 
seen in this section. I shall show you additional ex- 
amples of this in lantern slides I have brought with 
me. (Lantern slides.) I do not believe the process is 
neoplastic or that it in any way suggests malig- 
nancy, though it has led to many mistakes in 
diagnosis. 


BRENNER TUMORS 


CASE 10.—Presented by Dr. John J. Andujar, Fort 
Worth. 


History.—Mrs. M. P. S., 64 year old white widow, 
with seven children, was admitted to Harris 
Memorial Hospital October 22, 1945, because of per- 
sistent vaginal bleeding over a period of one week. 
Menopause had occurred at the age of 51. The 
physical and laboratory examinations yielded little 
relevant information. No tumor mass of any kind 
could be palpated either vaginally or abdominally. 
Because of the continued postmenopausal bleeding, 
it was believed that carcinoma of the fundus of the 
uterus or a small nonpalpable granulosa tumor of 
the ovary was a possibility, and a panhysterectomy 
was performed. The uterus was of usual size, but 
very fibrous; the tubes and ovaries were not espe- 
cially noteworthy. When sectioned, however, the 
right ovary showed a mass slightly less than 2 cm. 
in diameter, with a granular, yellowish-tan, very 
dense surface. It was buried in the cortex and did 
not especially distend the ovary. Microscopically, 
the tumor was of solid Brenner type. The paramal- 
pighian aggregates showed no central necrosis or 
“eyst” formation, and the fibrous elements were 
numerous. The endometrium showed a hemorrhagic 
proliferative hyperplastic pattern with moderate 
“schweizerkasemuster” or so-called Swiss-cheese 
dilatation of the glandular acini. There was no 
suggestion of anaplasia. After operation the patient 
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Fic. 7. Case 9. (Above) Syncitial endometritis. X 67. 
(Below) Syncytial cells deep in uterine musculature. X 67. 


Fic. 8. Case 10. Brenner tumor of the ovary. X 50. 


developed a middle-ear infection, but aside from 
this circumstance, the convalescence was unevent- 
ful. There has been no recurrence of signs since 
that time. It should be emphasized, however, that the 
uterus was removed by total hysterectomy, so that 
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the cessation of uterine bleeding cannot be evaluated 
in this case. 


Discussion.— 


Dr. Novak: This slide shows a typical Brenner 
tumor, with its characteristic nests of uniform 


epithelial cells scattered in a fibromatous matrix. 





Fic. 9. Case 11. Rrenner tumor of the ovary. X 40. 


These tumors are always benign, they occur most 
often after the age of 50, and they grossly resemble 
fibromas. Their histogenesis is believed to be from 
the so-called Walthard islets seen at times on or 
just beneath the ovarian surface or elsewhere in 
the pelvis. This theory is supported by the fact that 
the cells of these islets, and also of Brenner tumors, 
often show a characteristic coffee-bean appearance 
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Fig. 10. Case 12. Dysgerminoma. X 67. 


because of a longitudinal fold or groove. The hy- 
perplasia of the endometrium in this case was quite 
surely coincidental, representing the postmenopausal 
hyperplasia previously discussed. The Brenner tumor 
itself has no endocrine effect on menstruation or 
sex characteristics. 

CASE 11.—Presented by Dr. John J. Andujar, Fort 
Worth. 

History.—Mrs. G. H. M., age 72, a farmer’s wife, 
was admitted to the Harris Memorial Methodist 
Hospital, September 23, 1945, complaining of irre- 
gular vaginal bleeding for approximately five 
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months. For the two weeks prior to admission the 
“spotting” had become quite profuse, forcing her 
to seek medical aid. Menopause had occurred at the 
age of 47 after the patient had borne seven children. 
A curious fact in her past history is that two of her 
children have had rather unusual malignancies: 
A son in his forties had an embryonal carcinoma of 
the testicle; and a younger daughter had a lympho- 
sarcoma of the small intestine. Physical examina- 
tion revealed an obese, elderly, white woman showing 
very few signs other than a large, hard mass in the 
right ovary. A small polypoid fragment protruded 
through the external os of the cervix. The labora- 
tory findings were irrelevant. At operation Septem- 
ber 24, a tumor, completely replacing the right 
ovary and measuring 11 cm. in diameter, was excised 
abdominally, and several polypoid fragments were 
removed vaginally. The ovarian tumor showed a 
bright orange and white, mottled, firm, granular 
surface in which small microcysts filled with gray, 
gelatinous material could be identified with some 
difficulty. Microscopically, the familiar structure of 
Brenner tumor was easily recognized, with a rather 
large proportion of epithelial to fibrous elements. 
The endocervix and endometrium showed hyper- 
plastic proliferative changes of polypoid type. None 
of the usual histologic evidences of secretion or 
progesterone activity was seen. The postoperative 
course was quite satisfactory. There has been no 
recurrence of vaginal bleeding since that time. It 
should be emphasized that the uterus was not re- 
moved in this case, nor was the (atrophic) senile 
left ovary disturbed. 


Discussion.— 


Dr. Novak: This represents another Brenner 
tumor, showing the cystic melting down of many of 
the epithelial nests. At times protoplasmic remnants 
in the interior of the small cysts have a superficial 
resemblance to ova, explaining the former name of 
these tumors, “oophoroma folliculare.” It must also 
be remembered that in a small proportion of Bren- 
ner tumors, the epithelium may undergo pseudomu- 
cinous transformation. 

Dr. C. T. Ashworth, Dallas: Is there any relation 
between the Brenner tumor and the solid fibrous 
type carcinoma? 


Dr. Novak: No. A solid carcinoma of the ovary 


shows malignant epithelial changes like those seen 
in scirrhous carcinoma of the breast. 





DYSGERMINOMA 


CASE 12.—Presented by Dr. J. M. Moore, San An- 
tonio. 


History.—Mrs. J. O. Y., age 28, on admission to 
the hospital complained of a backache during her 
entire pregnancy. At term of pregnancy, and on 
vaginal examination, a mass which was thought to 
be a breech presentation was found at the inlet 
of the pelvis. A roentgenogram revealed a vertex pre- 
sentation. On operation, a large tumor mass was 
removed from the left ovary, which was nodular, 
irregular in shape, and weighed 1,800 Gm. This was 
attached by a pedicle and was somewhat soft and 
rubbery in consistency with areas of degeneration 
and hemorrhage. 

Discussion.— 


Dr. Novak: This section presents very nicely the 
typical histologic picture of dysgerminoma, a tumor 
which arises from cells segregated in the early phase 
of gonadal development, before the gonad is dif- 
ferentiated as either male or female. Such tumors 
may therefore occur in either the ovary or the 
testis, though in the latter organ, while the histologic 
structure is identical, they are generally called 
seminomas. As might be expected from their origin 
in the undifferentiated phase of the gonad, the 
tumors produce no endocrine effects. They occur 
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chiefly in early life, most often in children or very 
young women, and rarely in women over 50. Like 
other tumors of the so-called dysontogenic group, 
they are malignant, but the degree of malignancy 
is far less than with the ordinary types of primary 
ovarian carcinoma. When well encapsulated, they 
are often cured by unilateral removal of the adnexa, 
but they often break through the capsule and in- 
filtrate surrounding organs, with a fatal termina- 
tion. 

The characteristic microscopic pattern is that of 
alveoli of rather large round cells, with large nuclei 
separated by septa of usually hyalinized connective 
tissue which characteristically show considerable 
lymphocytic infiltration. 


GRANULOSA CELL CARCINOMA AND THECOMA 


CASE 13.—Presented by Dr. J. M. Moore, San An- 
tonio. 


History.—Mrs. H. H. F., age 54, on admission 
to the hospital had not menstruated for about four 
years. About three months previous to admission, 
the patient began to menstruate apparently normally. 
Pelvic examination revealed what seemed to be a 
rather large fibroid of the uterus. On operation, the 
uterus was found to contain small multiple fibroids, 
but there was noted a cyst of the left ovary, larger 
than a baseball. The uterus was removed with con- 
ization of the cervix and the left ovarian cyst was 
removed, but the right ovary was not disturbed. The 
gross impression was that of a uterus about the 
size of a large orange with some small fibroids. The 
ovarian cyst measured 10 cm. in diameter; when it 
was sectioned, hemorrhagic material was noted. 

(Discussion of this case appears under case 14.) 


CASE 14.—Presented by Dr. J. M. Moore, San An- 
tonio. 

History.—Miss M. H., age 52, at the time of ad- 
mission to the hospital, had noticed enlargement in 
the lower part of the abdomen for the past several 
months. Examination revealed an irregular mass in 
the pelvis; a rectal examination showed this mass 
to be apparently fibroids of the uterus. On operation, 
a fibroid uterus was found, and a large, irregular 
solid tumor of the left ovary, together with a large 
cyst of the same ovary. The gross impression was 


Fig. 11. Case 14. Thecoma. X 100. 


that of an ovarian tumor, measuring 12 by 8 by 5 
cm., with a thin-walled cyst, the size of a medium 
orange, attached to one pole. Upon sectioning, the 
tumor was solid, rather firm in consistency, with 
varied appearance. Some areas appeared to have 
papillary-like processes, but were encapsulated. The 
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uterus was about the size of a large grapefruit, con- 
taining multiple fibroids in walls, the largest meas- 
uring 6 cm. in diameter. A submucous polyp measur- 
ing 3 cm. in length was noted in the cavity of the 
uterus. 

Discussion.— 


Dr. Novak: Cases 13 and 14 may be discussed 
together, because they are so closely related, case 
13 being a granulosa cell carcinoma and case 14 
being a thecoma. Together these two tumors repre- 
sent the feminizing group of functioning ovarian 
tumors. Meyer’s original explanation of the histo- 
genesis of granulosal cell tumors was that they 
arise from granulosal rests left over in the process 
of formation of the primitive follicles. However, 
both granulosal and thecal tumors probably arise 
from the early ovarian mesenchyme, which is the 
progenitor of both the granulosal and thecal cells. 
If the differentiation is along epithelial lines, granu- 
losal tumors are produced; if along connective tissue 
lines, the tumors are thecomas. As might be expect- 
ed, there is frequent admixture of granulosal and 
thecal types. For example, in figure 11, which repre- 
sents a thecoma, a good many of the cells have a 
granulosal morphology. Since such tumors arise 
from the mesenchyme of the gonad when it has 
already been differentiated as an ovary, it is easy 
- see why they produce estrogenic effects, as they 

0. 

The granulosa cell tumor of case 13 is of rather 
diffuse type, but all sorts of variations are seen. 
I shall now show a number of slides illustrat- 
ing the cylindromatous, gyriform, pseudoadeno- 
matous, and so-called “folliculoma malignum” or von 
Kahlden types. (Lantern slides.) 


The endocrine effects produced by these tumors 
vary according to the age at which they develop. 
When they occur in young children, precocious 
puberty develops. During the reproductive epoch, 
when all sex characteristics are already developed, 
they produce only a quantitative estrogen effect, 
often with menstrual excess, but sometimes with 
deficiency. In old women they bring about an ap- 
parent reestablishment of menstruation, with res- 
toration of the uterus to its reproductive size. Like 
dysgerminoma and arrhenoblastoma, they are to 
be classed as malignant, but much less so than other 
ovarian cancers; the smaller growths are often cured 
by conservative operation. On the other hand, they 
may be highly malignant, something like 25 per cent 
of our own cases having recurred. Recurrence may 
be rapid, but in other cases it has been remarkably 
late, as much as twelve, fifteen, or eighteen years 
after operation. 


ARRHENOBLASTOMA 


CASE 15.—Presented by Capt. E. F. Alston, M. C., 
. U. S., Brooke General Hospital, San Antonio. 


History.—In the case of D. L., a masculinizing 
syndrome in a young woman apparently was re- 
lieved by bilateral oophorectomy. This 29 year old 
white woman was well until ten years before ad- 
mission to the hospital, when she began to have 
intermittent amenorrhea and developed hirsutism, 
both present at admission. For the last three years 
she has suffered from left-sided headaches, oc- 
curring at the time of expected menstruation, but 
not occurring when she did menstruate. She has 
had no abnormal increase in strength, deepening of 
the voice, loss of libido, abnormal weakness, or 
fatigue. For two years she received injections of 
whole pituitary extract as well as thyroid extract 
by mouth. Under this therapy the menses occurred 
normally but the other signs persisted. 

At admission, physical examination revealed a 
heavy beard associated with the presence of thick, 
black hair over the shoulders, chest, and abdomen. 
Pelvic hair showed male distribution. Carbohydrate 
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tolerance tests were normal. Blood pressure was 
100/60. Multiple white striae were noted over the 
abdomen. The clitoris measured 3.75 by 1 cm. The 
left ovary was enlarged and firm. The right ovary 
was palpated once, but not thereafter. A _ skull 
roentgenogram was negative. In a 24-hour specimen 
of urine 17 ketosteroids ranged from 22.2 to 33.2 
mg. Both ovaries were removed, each being about 
five times normal size. No masses were felt in 
the region of the suprarenal glands or elsewhere. 
The ovaries weighed 56 Gm. together. Each con- 
sisted of half solid, half cystic, pinkish-tan tissue. 
Neither ovary showed any area: which could be dis- 
tinguished from the remainder of the ovarian mass 
as a tumor. Following operation, more than two 
months have passed. During this period there has 
been a marked diminution in hirsutism. The clitoris 
has become smaller, measuring 1.5 by 1 cm. The 
17 ketosteroids fell to an average of 14 mg. per 
24-hour urine specimen. 
Discussion.— 


Dr. Novak: I am not able, on the basis of the 
submitted facts, to explain this patient’s masculini- 
zation symptoms, but I would be inclined to think, 
especially since these date from about the puberal 
epoch, that they are of congenital or chromosomal 
origin, with the possibility of an adrenal cortical 
lesion, not necessarily in the form of a clinically 
demonstrable tumor, also to be considered. I see no 
evidence in the ovarian section of arrhenoblastoma 
or any other neoplasm, and think that the cause of 
the patient’s symptoms is extraovarian. The sec- 
tions show chiefly a few primordial follicles, and 
an extremely pronounced fibrous hypertrophy of the 
ovary. 

Capt. E. F. Alston, Brooke General Hospital, San 
Antonio: If this picture were due to a chromosomal 
pattern or adrenal tumor, would you expect reduc- 
tion of 17 ketosteroids? 


Dr. Novak: Whether removal of ovarian tissue 
could have such an effect, I do not know, but cer- 
tainly reduction of the 17 ketosteroids would not be 
expected. 


Captain Alston: There has been further reduc- 
tion of symptoms. 


Col. J. W. Simpson, Brooke General Hospital, 
San Antonio: The ovaries were symmetrically en- 
larged except on the left there was a mass which 
had a yellowish-tan appearance. I could not find 
anything on the patient’s adrenals, and she definite- 
ly has lost a lot of her hair, her clitoris is smaller, 
and she shaves only every third day now. 


Dr. Novak: From this section, I do not see how 
anyone could diagnose arrhenoblastoma, and I sup- 
pose we shall have to wait to see what the future 
unfolds for this patient. I shall now show slides 


of various types of real arrhenoblastoma. (Lantern 
slides.) 


MISCELLANEOUS LESIONS 


Dr. Novak: There are a number of other sections 
which, for lack of time, we shall have to run over 
rather rapidly, and with little or no discussion. 


CASE 16.—Presented by Dr. A. O. Severance, San 
Antonio. 


History.—Miss I. G., age 67, in the middle of Jan- 
uary, 1945, complained of nausea and of pain in her 
side which was so severe that she barely could walk. 
The pain came and went, sometimes lasting an hour 
or two. Movement increased the severity of the 
pain. Hot applications and rubbing liniment to the 
side and abdomen did not help. The pain first ap- 
peared in the left side and then the right. The ab- 

omen was swollen and sore to touch. The patient 
has been constipated to some extent. The menopause 
was several years ago but the patient has been in 
good health most of her life. There is a long family 
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history of tuberculosis. Four members of her im- 
mediate family died of tuberculosis, but the patient 
never had the disease. The Wassermann reaction 
was negative. The blood count was normal. The 
urine examination was normal except for 1 plus pus 
cells. The patient was operated upon February 12, 
at which time a large unilocular cyst from the left 
ovary was found. The big cyst was aspirated and 
then removed. The appendix was also removed. The 
cyst in its partially collapsed condition measured 





Fic. 12. Case 16. 


Lymphangiomatous cyst of the ovary. X 200. 


17 cm. in diameter. When opened it still contained 
a small amount of clear straw-colored fluid. The 
serosal surface was mottled and varied from gray to 
bluish-gray. The lining of the cyst was also mottled 
and varied from bluish-gray to light brown. The 
wall of the cyst varied from tissue-paper thinness 
to 10 mm. in thickness. In the wall of the cyst were 
a few smaller, secondary cysts, one of which was 
filled with yellow gelatinous material. No papillary 
infolding was observed. 


Discussion.— 


Dr. Novak: This exceedingly interesting cyst is 
lined by a wall which shows everywhere an enormous 
lymphatic proliferation, suggesting a lymphangi- 
omatous cyst. Lymphangioma of the ovary is exceed- 
ingly rare, as is also lymphangioma of the uterus, 
although I have recently seen 2 cases of the latter. 
The structure of these 2 lesions, as can be seen 
from the lantern slides I shall show, is exactly like 


that of the ovarian tumor presented here. (Lantern 
slides. ) 


CASE 17.—Presented by Dr. J. M. Moore, San An- 
tonio. 


History.—Mrs. O. E. R., aged 44 was admitted to 
the hospital September 25, 1945, with a clinical diag- 
nosis of cancer of the cervix, which was cauterized 
and later treated with radium. There was no micro- 
scopic examination of tissue at this time. On Ma 
30, 1946, the patient returned to the hospital, suffer- 
ing from advanced cancer of the cervix. The abdomen 
was opened and a large cystic ovary which had 
ruptured into the abdomen and which contained 
grumous material was noted. A panhysterectomy 


was performed with removal of both tubes and 
ovaries. 


Gross Description.—The gross impression of tissue 
submitted to the laboratory was that of a uterus 
without cervix, measuring 7 by 5.5 by 4.5 em. Upon 
sectioning, marked fibrosis, small fibroids, and a 
polypoid mass measuring 1 cm. were noted. The 
left ovary and tube were matted together. The 
right ovary measured 14 by 8 cm. Upon sectioning, 
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the ovary revealed multilocular cysts containing 
mucoid material. One of these multilocular cysts 
showed a soft, spongy-like tumor process. 


Discussion.— 


Dr. Novak: This slide I would interpret as an 
adenocarcinoma of the ovary, secondary to adeno- 
carcinoma of the cervix. 


Fic. 13. Case 17. Adenocarcinoma of the ovary secondary to 
adenocarcinoma of the cervix. X 50. ‘ 


CASE 18.—Presented by Dr. Herbert J. Schatten- 
berg, San Antonio. 


History.—A 34 year old white woman entered the 
hospital April 14, 1946. She had had two miscar- 
riages early, and three normal pregnancies and de- 
liveries. On March 19, 1946, she had had a pelvic 


examination by another physician and was told that 
she had a tumor. The same night she noticed pain 
in the lower abdomen, which continued and became 
more severe during the menstrual period. Her 
periods have been lasting fifteen days with profuse 


Fic. 14. Case 18. Ovarian adenocarcinoma of the clear cell or 
hypernephroid type. X 40. 


flow the first week and a scanty flow the remainder 
of the time. The patient had a history of having 
worn a uterine pessary for some months to prevent 
pregnancy. The pain had developed since she started 
wearing the pessary. A feeling of pressure on the 
bladder had become more noticeable. A general phy- 
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sical examination was essentially negative except 
for a mass 3 inches in diameter which could be felt 
in the right lower quadrant. 


Operation Notes.—The abdomen was opened and 
500 cc. of amber-colored fluid was noted in the ab- 
dominal cavity. The right ovary appeared normal. 
The left ovary was markedly enlarged and was 
noted lying in the right side of the lower abdomen. 
This mass was removed. The uterus, the other ovary, 
and the other tube were left intact. 


Surgical Pathology.—The specimen consisted of a 
left tube, appendix, portion of a right tube and a 
left ovary. The left ovary was the seat of a tumor 
mass which measured 14 by 12 by 8 cm. The tube 
was stretched out over the surface of the tumor 
and firmly bound.to it. On section it was noted that 
the tumor contained two cysts, 6.5 em. and 2.5 em. 
in diameter, respectively. These were filled with a 
grayish fluid. The rest of the tumor tissue was of 
a pink color, rather firm. Some areas in the solid 
portion of the tumor appeared to present some 
necrosis. 

Discussion.— 


Dr. Novak: While the slide is not good, it repre- 
sents an adenocarcinoma of what has been called 
the clear cell or hypernephroid type.‘ 

I agree with Saphir and Lackner’s comparison of 
this ovarian tumor type with the clear cell carcino- 
mas of the kidney, which were formerly called hy- 
pernephroma, and consider plausible their sugges- 
tion that the ovarian tumor may be of mesonephric 
type. It does not at all resemble the tumor to which 
Schiller, on what I believe to be very insufficient 


evidence, has applied the designation of mesone- 
phroma. 


CASE 19.—Presented by Dr. Herbert J. Schatten- 
berg, San Antonio. 

History.—A white woman, 31 years of age, was 
first admitted to the clinic in 1933. She complained 
of pain in the right lower quadrant. There was no 
nausea or vomiting. Examination revealed pain, 
tenderness, and muscular spasms over the whole 
right lower quadrant of the abdomen. There was 
also a tender mass in the right side. Diagnosis of 
pyosalpinx and ovarian cyst was made. 

In December, 1945, the patient, then 44 years of 
age, was readmitted to the clinic, complaining of 
backache and pain in the right lower quadrant. In 
the meantime she had borne another child, making 
three children living and well. Her menstrual his- 
tory had been regular. Examination revealed no 
masses or areas of tenderness in the abdomen. 
Vaginal examination revealed second degree lacera- 
tion, of the perineum. The right tube and ovary were 
bound down in a firm, tender mass (fundus ad- 
hered) to a broad ligament. A diagnosis of tube- 
ovarian mass bound down on the right side, en- 
docervicitis, salpingo-oophoritis, lacerated perineum, 
and pyuria was made at this time. Surgery was 
recommended. 


Operative Notes.—Fibromyoma of the uterus was 
found. The appendix was large and bound down in 
a mass with the right ovary under the shelf of the 
Poupart’s ligament. The perineum was lacerated 
and the cervix was bilaterally lacerated. The gall- 
bladder contained several small stones. The opera- 
tion included appendectomy, perineorrhaphy, supra- 
vaginal hysterectomy, bilateral trachelorrhaphy, and 
right salpingo-oophorectomy. 

Surgical Pathology—The specimen consisted of 
an ovoid tumor mass measuring 4 by 6 cm. It ap- 
peared to have been well encapsulated. It was of a 
grayish color and of a soft, doughy consistency. 


Discussion.— 


Dr. Novak: I do not believe that this slide shows 
any evidence of a neoplastic process, but that it 
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Fic. 15. Case 19. (Left) 


Chronic oophoritis, 
tuberculous nature. X 67. 


probably of 


presents a chronic inflammation (chronic oophori- 
tis), probably of tuberculous nature, as I think 


will be suggested by the low and high power pic- 
tures shown in figure 15. 
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OVARIAN HEMORRHAGE 


JOHN WALTER JONES, M. D., F. A. C. S. 
TEXARKANA, TEXAS 


Novak!! has said that there is no other or- 
gan in the body which is so frequently the 
source of hemorrhage as is the ovary. To be 
sure, this hemorrhage is usually quite small; 
but again it may reach considerable propor- 
tions and has, in a few reported cases, result- 
ed in death. It so frequently stimulates acute 
appendicitis in the milder cases,’* and rup- 
tured ectopic: pregnancy in the more severe 
cases, that it deserves special consideration 
and study. 


Most ovarian hemorrhages come from eith- 
er a ruptured follicle or a corpus luteum, or 
from some stage of the transformation be- 
tween the two. “The ovary should be con- 
sidered an aggregation of follicles, some ma- 
turing and some retrogressing, constantly 
changing their appearance and function from 
day to day. The structures surrounding the 
different follicles also change, depending on 
the development and special function of the 
follicle.”?” In the normally functioning hu- 
man ovaries, each month one follicle sudden- 
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(Right) The same condition shown in a higher power photo- 
micrograph. X 233. 





ly begins to grow faster than all the others. 
At ovulation this follicle ruptures, setting 
free its ovum and a small amount of follicu- 
lar fluid. Normally very little, if any, bleed- 
ing accompanies this process, although it is 
conceivable that frequently there may be 
some oozing from the vessels where the rent 
in the follicle wall occurs. Not infrequently 
the process is accompanied by pain, the so- 
called Mittelschmertz of the Germans, or the 
ovulation pain of the English writers. 


After the ovum is expelled from the folli- 
cle, there follows a stage of hyperemia in the 
follicle wall.!! Soon hemorrhage occurs from 
this hyperemic area into the follicle, and the 
corpus hemorrhagicum is formed. This bleed- 
ing is normally limited in amount and con- 
fined to the peripheral zones of the collapsed 
follicle. In some cases it may be more exten- 
sive, and blood may escape into the peritone- 
al cavity or collect within the collapsed folli- 
cle, distending it or breaking out at the site 
of the previous follicular rupture. Benthin' 
claims that even after the follicle rupture 
point has sealed over, and a corpus lute- 
um has formed, the old site of rupture re- 
mains thin and separated from the peritoneal 


space by an easily broken layer of connective 
tissue. 


In some unripe graafian follicles, or even 
atretic follicles, hemorrhage may occur, due, 
perhaps, to a sudden hyperemia of the pelvic 
organs. This may result in the premature 
separation of an ovum within a graafian 
follicle, or a premature rupture of the follicle. 

It is fairly well accepted that the time be- 
tween ovulation and the onset of the next 
menstrual period is around fourteen days re- 
gardless of the length or rhythm of the cycle. 
Thus the occasional rupture of an unripe 
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graafian follicle or an atretic follicle could ac- 
count for those relatively rare cases of ova- 
rian hemorrhage occurring in the early half 
of the cycle, mature graafian follicle rupture 
for those occurring in the mid-cycle, and cor- 
pus hemorrhagicum or corpus luteum rup- 
ture for those in the latter half of the cycle. 
The follicle rupture may cause symptoms 
whether physiologic or pathologic, but cor- 
pus luteum bleeding is always. pathologic, 
and any pain in a corpus luteum is unnatural. 
The time in the cycle when the symptoms 
first occur is highly important. Only rarely 
is the onset in the first half of the cycle; 
however, an unripe or atretic follicle may 
bleed then. 

Twenty-three cases I have seen in private 
practice since 1939 have been reviewed, and 
the history, symptoms, signs, operative find- 


TABLE 1.—Summary of History and Symptoms in 
23 Cases of Abdominal Pain 








Operation  ................ BO TREO osccvicsscessscnne i Toungmt ........... 
No Operation ........ Te i, SS 
Average Age 
; 0 41 2 Total 
nn ea ENTE 13 6 4 14 
WEMBCRETIROS.  onicscsensnsenenscsecccconse 19 3 1 5 
Living children ........................ 16 5 2 9 
No previous attacks....... aol Sudden onset...................-.0-+ 19 
One previous attack.................. 2 MEIER, GIR ope ceenesesssescionee 4 


More than one previous attack 7 


Type of Pain Location of Initial Pain 





Re 9 Right lower quadrant... 17 

Constant with exacerbation _3 Left lower quadrant... 1 

ween Low midline ie 

MI crag he SS 4 I i sete 3 
Radiation of Pain Duration of Pain 


Re I ccc si ncesnonted 8 
Across lower abdomen 
into thighs............... 
Into upper abdome’ 
(Shoulder tips 1) 
IN oo sctcapcctl 2 


When first seen 

Shortest 2 hours 

Longest 60 days 

Usually under 5 days 

Average 50 hours (omitting 
60 day case) 


Sudden Weakness with Onset 


Present 
Absent 







Nausea and Vomiting 
None 





CN a cia ga a 
Absent 


ings, and treatment are summarized in tables 
1, 2; and’ 3. 


The usual history in ovarian hemorrhage 
is one of the sudden onset of a slight, moder- 
ate, or severe pain in the hypogastrium, us- 
ually on one or the other side but sometimes 
in the middle. Even though the rupture is on 
the left, the pain is frequently on the right. 
It may be a constant, steady pain, but it is 
often paroxysmal, sometimes colicky. If the 
bleeding is slight, there is usually no radia- 
tion. If it is moderate, there may be radia- 
tion across the lower abdomen or into the 
thighs. If it is severe, there is usually radia- 
tion into the upper abdomen, the flanks, and 
often to the right shoulder tip. This last oc- 
curs as in ruptured ectopic pregnacy where 
there is irritation of the diaphragm by the 
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blood. At any rate, the pain in most cases 
tends to start low, and if it does radiate, to 
radiate first across the lower abdomen and 
later upward. It may then relocalize in one 
lower quadrant. If the bleeding is slight, it 
may last only thirty to forty minutes then 
disappear, leaving a residual soreness for 


TABLE 2.—Summary of Physical Findings in 
23 Cases of Abdominal Pain 


Point of Maximum Tenderness Rebound Tenderness 











McBurney’s point .................. I got a Se 9 
Below McBurney .... Slight —__.. 8 
Left lower quadran Definite sabia teil ae 2 
Low midline MN se cacao 0 
Above McBurney ..................... nest stated —............... 4 
Medial to McBurney .. 

TI hos ccccasscecescecsvnassicics 

Rigidity Temperature 
NN esas S rn eccekosteaeotaay IE cis cssecasaasiccausaeion 97.0 
sho panacea jancnscuaseeseee Highest —... 100.2 
Definite (ES eae 99.2 
I osc caatssnissacpaee 
Not stated —........ 

White Blood Count Polymorphonuclear Count 
at sta NR x-scxatennneci cet cikantabaaneaee 
Lowest -_.. Lowest _......... in 36 
On TINI  asnce cee 

Red Blood Count Sedimentation Rate (5 cases) 
UNO, cnc ceccsect ced 5,300,000 Slowest —_.... i <9 
Lowest .... a a 
PIT: ocssececccccomsseecosees 4,500,000 TN a 

Fullness in Cul-De-Sac Pain on Motion of Cervix 
MUI at ch cacacnncsenananccsieaceeae ae 12 
TIED hnseccsemnees CO FE 7 
2. a Not stated _.... Oe 








several days. Often, however, the pain con- 
tinues for several days. Within a few hours 
after the onset, usually two to three, ano- 
rexia and nausea are noted. Vomiting occurs 
in some instances but is usually absent in 


TABLE 3.—Diagnosis and Operative Data in 
23 Cases of Abdominal Pain 





Diagnosis 

DIO a ciconccscschenscscisiessins 11 Salpingo-oophoritis 2 

Ovarian hemorrhage > 8 Left ovary : 

Operation _ ............ Right ovary 
No operation ...... 5. Follicle _.. = i 
Ectopic pregnancy -........ 2 Corpus luteum ___......16 
Operative Findings in 18 Cases Operative Procedures 

Only fresh blood....................-- 14 a aes 3 
Gniy a biesd 2 Mattress suture _..._..._.... 0 
Both old and fresh blood .... 2 Plastic resection —............14 
Oophorectomy - aha. 1 





the milder cases. Weakness and fainting oc- 
cur in only a few, but they have considerable 
diagnostic significance when they do occur. 
In a few cases vaginal spotting has occurred, 
suggesting ectopic pregnancy. 

It seems probable that if there is only 
one hemorrhage, followed by a clot formation 
at the bleeding point, with cessation of the 
bleeding, the pain will be constant and grad- 
ually taper off. However, if repeated hemor- 
rhages occur, there may be paroxysms of 
pain or exacerbations of the constant, pain. 
Certainly in the more severe cases in this 
series, there were further attacks of acute 
pain after the initial attack had somewhat 
lessened. 
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On examination, unless the hemorrhage 
has been severe, the patient does not appear 
very ill. She can usually lie comfortably on 
either side. There is no tendency to keep the 
right thigh flexed. If the hemorrhage has 
been severe, pallor and shock such as that 
seen with ruptured ectopic pregnacy may be 
noted, but this is not the usual picture. The 
abdomen is flat. There may be some protru- 
sion and retraction pain. Tenderness is noted 
in the hypogastrium, most marked 2 cm. be- 
low McBurney’s point. There may be some 
rebound tenderness and rigidity, but these 
are not marked. In acute abdominal condi- 
tions these two signs are most marked in 
perforation of the viscera, less in inflamma- 
tion, least in hemorrhage, and usually absent 
in obstruction and colic. 


The physical findings in the present series 
are summarized in table 2. It will be noted 
that the point of maximum tenderness was 
frequently near McBurney’s point, usually a 
bit below it. It is well worth the effort to 
spend some time in accurately locating this 
point. The patient will not point with one 
finger to the sorest spot unless forced to, but 
with urging will locate a spot that can then 
be verified by deep palpation. On rectal or 
vaginal examination there is usually noted 
pain on the motion of the cervix. Moving the 
cervix away from the involved side produces 
the most discomfort.? This is noted especially 
if there is a collection of blood in the pelvis. 
Sometimes there is noted a fullness in the 
cul-de-sac, or the crepitation of clotted blood 
may be detected there. However, a considera- 
ble amount of free blood may be present in 
the pelvis and peritoneal cavity and not be 
recognized by any method of physical exami- 
nation. It requires considerable experience 
accurately to interpret the vaginal findings 
in the mild cases. The signs are slight and 
may be overlooked, or again a nervous pa- 
tient may lead the physician into believing 
them present. The temperature shows a low 
grade elevation, around 99 to 100, rarely 
over 101 F. The ordinary case shows no alter- 
ation im the pulse, though the severe cases 
show an acceleration in keeping with the 
amount of blood lost. The leukocyte and dif- 
ferential counts are usually moderately ele- 
vated, but are of no help in differential diag- 
nosis. The white blood count tends to drop 
rapidly to normal. If the bleeding is severe, 
the hemoglobin and red blood count will be 
low, but frequently will not reach a true level 
for from twenty-four to forty-eight hours. 

It will be noted that in the series here 
studied, 8 were follicle and 15 were corpus 
luteum hemorrhages. However, the differen- 
tiation between the two may have been in- 
correct in those cases in which operation was 
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not performed. Taking only those operated 
on, the figures are 6 And 12, respectively. 
These figures are about like those reported 
by other writers. Hoyt and Meigs® found 10 
follicle to 45 corpus luteum hemorrhages. 
McSweeney and Wood? found 74 follicle to 
165 corpus luteum. In several other reported 
series the ratio runs about 1 follicle to 3 cor- 
pus luteum.*:+5.6 

Follicular hemorrhages usually occur 
around the twelfth to sixteenth day of a reg- 
ular twenty-eight to thirty day cycle. Per- 
haps it is better to state the number of days 
before the next due period. But if the patient 
claims a regular twenty-eight to thirty day 
cycle, as all but 2 of this series did, it is as 
well to count from the onset of the preceding 
period. Counting thus, the follicular hemor- 
rhage in this series occurred on the ninth, 
eleventh, and fourteenth days of the cycle. 
The corpus luteum hemorrhages began on 
the twelfth to the thirty-second day of the 
cycle, with an average of twenty-one days in 
this series. Other writers have found most 
corpus luteum hemorrhages to occur around 
the twenty-first day. 

Up to 1930 not a. single recorded case was 
correctly diagnosed preoperatively.? Though 
the diagnosis is frequently difficult, it is un- 
warranted to assume that it is impossible. 
There are no pathognomonic signs or symp- 
toms, or even any well defined diagnostic 
signs. The common signs encountered are 
not very convincing of any specific diagnosis. 
As a result, until recently the diagnosis was 
seldom made preoperatively, and those cases 
not operated on were not recognized. 

Quite often the onset of the pain follows 
trauma, such as straining at stool, vomiting, 
coitus, or a blow on the abdomen. In 1 case 
in the present series it followed the striking 
of the abdomen against a stair railing post. 

To make the diagnosis of ovarian hemor- 
rhages the following points should be kept 
in mind: 

1. Ovarian hemorrhages should be remem- 
bered in any acute abdominal condition in a 
woman between the menarche and the meno- 
pause, especially from 16 to 30 years of age. 


2. The signs and symptoms in time rela- 
tion to their occurrence in the menstrual 
cycle should be evaluated and especially not- 
ed if they occur within two weeks of the next 
due period. 

3. A history should be sought of sudden 
onset of pain in the lower abdomen, inter- 
mittent or constant, tending to remain local- 
ized or to radiate across or up, and perhaps 
later relocalizing, followed by nausea and oc- 
casionally vomiting. 

4. Tenderness below McBurney’s point, 
with slight rebound tenderness and rigidity, 
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slight fever, and jeukocytosis should be 
looked for. 


5. Pain on motion of the cervix by rectal 
or vaginal examination should be carefully 
sought. 


6. The condition should be considered in 
every woman patient in her reproductive 
years who is suspected of having acute ap- 
pendicitis or ruptured ectopic pregnancy. it 
should be remembered where there are signs 
and symptoms of ectopic pregnancy in a virgin 
or in a married woman who denies fertile ex- 
posure. 


Sometimes the preoperative diagnosis of 
an acutely painful abdomen may be extreme- 
ly difficult, often impossible. Exploratory 
operation is not to be desired either by the 
physician or the patient. Yet when he is 
faced with a difficult problem and has held 
consultation, the physician is not infrequent- 
ly justified in operating in an effort to rule 
out some more dangerous condition. 

The history of ovarian hemorrhage is us- 
ually not similar to that of appendicitis. The 
usual chronological order of generalized pain, 
nausea and vomiting, localized tenderness 
and fever, typical of appendicitis, is missing. 
At the onset in appendicitis there is typically 
a colicky pain in the mid abdomen or 
about the umbilicus with a feeling of gas 
stoppage. The right thigh is frequently held 
flexed. In ovarian hemorrhage the pain is 
usually of sudden onset, intermittent or con- 
stant in character, begins in the low abdo- 
men, and remains there or may radiate up. 
It is very important to make the patient 
point with one finger to the area of maximum 
tenderness, and for the examiner to seek 
with one of his own fingers for a definite 
point more tender than all others. In apven- 
dicitis the point is usually very near McBur- 
ney’s point; in retrocecal appendicitis it may 
be above and lateral to the point. and in pel- 
vis appendicitis it may be slightly below the 
point. In ovarian hemorrhage it is usually 
2 cm. or more below McBurney’s point. On 
rectal or vaginal examination there is usually 
pain on moving the cervix. 

Severe ovarian hemorrhage may very 
closely simulate ruptured ectopic pregnancy. 
There are the signs of bleeding without the 
signs of pregnancy. The differentiation, how- 
ever, is largely academic, since bleeding from 
either condition requires surgical interven- 
tion. 

Some writers®® have advised the use of the 
Pfannensteil, paramedian, or midline incision 
for appendectomy in woman. These incisions 
give better exposure of the internal geni- 
talia, and with them the surgeon is more 
able to deal with any pelvic condition which 
may require surgical treatment. There is no 


OVARIAN HEMORRHAGE—JONES 





August, 





doubt that in ovarian hemorrhage meticulous 
inspection of the ovaries may be necessary 
to detect the source. Palpation alone is not 
sufficient. However, I still prefer the McBur- 
ney incision for appendectomy. With proper 
retraction, and by placing the patient in 
Trendelenburg position, the surgeon can 
draw up the right ovary for inspection, then 
follow down along the utero-ovarian ligament 
to the uterus and across to the other ovary. 
By spending a little extra time I have always 
been able to inspect both ovaries and to carry 
out whatever surgical procedure seemed nec- 
essary through a McBurney incision. 

In exploring the pelvis the surgeon should 
look for blood, or blood-stained fluid, or a 
mass of coagulum with straw-colored fluid 
in the pelvis. The amount of blood present 
is variable, sometimes only a few drops, or 
again the whole abdomen may contain blood. 
In some cases no blood is seen, apparently 
the follicular fluid being sufficiently irritat- 
ing to attract the host’s attention. If the 
bleeding is slight, the diagnosis is sometimes 
missed even at operation. If clots are present, 
they are usually in the pelvis, often with 
fiquid blood in the upper abdomen. To a per- 
son who has not seen the condition, it may 
seem impossible that so much blood could 
come from such a tiny opening or from such 
tiny vessels. Often the ruptured portion of 
the ovary is adherent to the uterus, or a tube, 
or the posterior surface of the broad liga- 
ment, or even the omentum, especially if the 
bleeding is severe. Usually such an extensive 
hemorrhage is from a corpus luteum. 

If accurately diagnosed, only an occasional 
case of ovarian hemorrhage will require an 
operative procedure to control the bleeding. 
However, the question presents itself as to 
what is best to do when on exploration the 
surgeon finds an ovarian hemorrhage. The 
general rule is to be as conservative as is 
considered safe in each individual case. 


1. If there is only a coagulum with a little 
blood stained fluid, as is seen frequently with 
a ruptured follicle, and the bleeding has 
stopped, no surgical procedure may be neces- 
sary. ; 

2. If there is only a small bleeding point 
on the ovary with firm normal tissue all 
about, a mattress suture may control it. 


3. If there is a friable mass of hemor- 
rhagic material surrounding the bleeding 
point, plastic resection with suture of the 
ovary is the procedure of choice, and is the 
procedure most often applicable. It seems to 
offer security without being radical. The 
hemorrhagic mass can be shelled out easily 
without damaging the rest of the ovary. It 
is doubtful if it is ever wise to use a less 
radical procedure on a corpus luteum that 
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has been the source of bleeding, even though 
the bleeding may have stopped. 


4. Rarely will oophorectomy be necessary. 
In an occasional case the ovary may be so 
nearly destroyed that its removal may be 
justified. | Concomitant pelvic lesions may 
require further surgical treatment, but the 
above four procedures cover all that is neces- 
sary to control the bleeding. 


A patient whose appendix is still present 
and on whom the tentative diagnosis of ova- 
rian hemorrhage has been made, must be 
observed closely, preferably in a hospital. 
Consultation is certainly to be desired. With 
such patients the physician must realize he 
is playing with fire. In spite of the difficulty 
in differentiating it from conditions requir. 
ing immediate surgery, in a certain number 
of cases the diagnosis can be safely made and 
is being made with increasing frequency. 
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ABSTRACT OF DISCUSSION 


Dr. Allen L. McMurrey, Houston: I have possibly 
been overlooking a great many pathologic condi. 
tions, but I have never opened but two abdomens in 
my life for ovarian hemorrhage. When there is hem- 
orrhage, unless extensive, is not the best time for 
opening the abdomen. Such patients will eventually 
get well themselves. My experience has been quite 
different in this regard, so I have to disagree with 
Dr. Jones and his paper. 

Dr. B. H. Passmore, San Antonio: An unmarried 
widow had a severe hemorrhage; the lower abdomen 
was full of blood. She got well without operation. 
Two years later she came in with the same thing. 
I sent her home and she went to bed. When I finally 
did operate, there was an ectopic pregnancy. 


Dr. Jones closing: As I said, usually there is no 
need to operate in these cases. Some cases reported 
were incorrectly diagnosed. Operations were done 
to rule out appendicitis in cases where the risk 
was considered too great not to operate. The odds 
should be strong against appendicitis if the physician 
does not intend to operate. Sixty per cent of the 
operated cases turned out to be ovarian hemorrhage 
and 40 per cent to be appendicitis. Massachusetts 
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General Hospital reported that only 1 per cent of 
gynecologic and surgical laparotomies done for this 
condition turned out to be ovarian hemorrhage. When 
an operation is done, the abdomen is always ex- 
plored. The right ovary and then the left ovary are 
picked up and inspected, and often there are bleed- 
ing points from one of the ovaries instead of, or 
even concurrent with, appendicitis. 


ANESTHESIA IN THORACIC SURGERY 
EARL F. WEIR, M. D. 


Director of Anesthesiology, Baylor University Hospital 
DALLAS, TEXAS 


Anesthesia in thoracic surgery for the cor- 
rection of pulmonary pathologic manifesta- 
tions accompanied by contaminated secre- 
tions, as from pulmonary abscesses or bron- 
chiectasis, is necessarily complicated by this 
condition. For this reason a discussion with 
the patient on the day previous to surgery 
is a necessary part of any anesthetic pro- 
cedure. Urging the patient to do deep-breath- 
ing, coughing, and postural drainage allows 
the patient to come to surgery with a rela- 
tively clear bronchial tree, and facilitates the 
procedure of induction and intubation to a 
marked degree. Because of adequate aeration 
of the patient from the outset, his general 
condition, too, remains much more satisfac- 
tory throughout the procedure. We therefore 
leave written orders on patients who come to 
surgery early in the morning to have the 
patient awakened at least two hours before 
the time of surgery. It is evident that in 
patients producing sputum the optimal time 
for scheduling is late forenoon or early after- 
noon, when the “night pooling” has been, to 
a great extent, raised and expectorated. 


At the time the patient is first contacted 
his vital capacity, too, is determined, to aid 
in establishing a more thorough knowledge 
regarding anticipated complications occurring 
during surgery, and postoperatively as a re- 
sult of removal of or collapse of functional 
pulmonary tissue or mediastinal shift, or 
both. 


Premedications are, as a rule, kept as light 
as possible. They include morphine or an al- 
lied drug, and one of the belladonna group. 
This combination is used at all times in a 
25:1 ratio, seldom exceeding morphine sul- 
fate, grains 1/6 and. scopolamine, grains 
1/150, and giving quantities as low as mor- 
phine sulfate, grains 1/12 and scopolamine, 
grains 1/300, depending upon the calculated 
basal metabolic activity of the patient. This 
combination is given at least from sixty to 
ninety minutes before surgery so that maxi- 
mal effect is demonstrated at initiation of 
anesthesia. This also allows the patient to be 
sufficiently alert, so that clearing of secre- 
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tions may be accomplished until induction 
is started. 

Induction of the patient is accomplished 
with intravenous sodium pentothal in 2.5 per 
cent solution. This is given very deliberately ; 
75 mg. is injected and a period of thirty sec- 
onds allowed before another 75 mg. is in- 
jected. We choose this method of induction 
because we believe there is less occurrence 
of laryngospasm and coughing at time of in- 
tubation when the induction has proceeded 
slowly. With the light premedication ade- 
quate ventilation is also maintained, with 
consequent maximal separation of the cords. 
which further facilitates the passage of the 
endotracheal catheter. Intubation by the oro- 
pharyngeal route is constantly used, for 
reasons that will be mentioned subsequently. 

Anesthesia following induction and intuba- 
tion is accomplished in the majority of cases 
by a cyclopropane-oxygen mixture, this agent 
and oxygen being administered by the to and 
fro controlled respiration technique. This 
method consists of connecting the endotra- 
cheal tube to a soda lime canister to which 
is attached a rebreathing bag. This technique 
appears to disturb the physiology of respira- 
tion less than equipment in which valves 
must be opened by the patient on each respi- 
ration, a procedure in which there are great 
lengths of tubing to create so-called “‘dead- 
space.” So long as the operation is extra- 
pleural the patient does his own breathing. 
but if the procedure demands opening of a 
pleural space the anesthesiologist assumes 
that function. This is accomplished by exag- 
geration of excursion as the patient actively 
breathes, and by this exaggeration at each 
breath carbon dioxide is removed by means 
of the soda lime to a point where the respira- 
tory hormone is insufficient to stimulate the 
respiratory center, which is depressed by 
the pre-anesthetic medication, and the addi- 
tion of sufficient cyclopropane to allow this 
passive type of respiration to occur. As the 
soda lime becomes saturated with carbon 
dioxide the canisters are interchanged, so 
that “regeneration” of this substance may 
occur. 


The depth of anesthesia is sufficient only 
to obtund the respiratory reflex plus the 
carbon dioxide elimination, as before stated, 
and light enough so that when the trachea 
and bronchi are aspirated for removal of ex- 
cessive secretions the patient still maintains 
the protective cough reflex. All secretions in 
this manner are brought within the range 
of the aspirating tube, and tracheo-bronchial 
toilet is, therefore, more thoroughly ac- 
complished. 


The controlled respiration is maintained 
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until the pleural space is closed, and if the 
procedure is other than a pneumonectomy, 
the lung or remaining lung is kept fully ex- 
panded, all atelectatic areas being obliterated. 
When the surgeon has accomplished an air- 
tight closure of the space, active respiration 
is restored by washing out the cyclopropane 
with 100 per cent oxygen and allowing the 
patient to build up his carbon dioxide by 
removing the soda lime canister. Active res- 
piration is in this manner soon restored. 


Further benefit of this method is the fact 
that the patient is fully awake at the cessa- 
tion of anesthesia and is, therefore, able to 
cough and raise any accumulation of secre- 
tions that may occur immediately after anes- 
thesia. The incidence of contralateral bron- 
chogenic spread of tuberculosis with either 
collapse or removal of infected lungs or frac- 
tions of them reported on this service at 
Baylor University Hospital has been zero for 
the past sixteen months. Neither has contra- 
lateral pneumonitis occurred following pneu- 
monectomy or lobectomy in cases of abscess 
or bronchiectasis. 


In all cases, even though apparently no 
more secretions can be obtained by aspirat- 
ing through the endotracheal tube, if the 
patient has been even moderately productive 
of mucus or pus, bronchoscopy is routinely 
performed at the end of anesthesia. 


It is well known that intubation of infants 
and children frequently results in edema of 
the cords because of the presence at that age 
of considerable soft areolar tissue in tne 
region of the cords, later to be replaced with 
a fibrous, connective type of tissue. The 
trauma of intubation readily causes edema of 
this areolar substance, and the final result 
is usually tracheotomy. In infants, for sur- 
gery such as repair of tracheo-esophageal 
fistula, we use an infant pharyngeal airway 
and infant mask, soda lime canister with a 
2 liter bag, and accomplish anesthesia with 
cyclopropane-oxygen mixtures. We do not 
completely control respiration, but if the 
pleura is opened, gentle pressure on the bag 
on active inspiration is made sufficient to 
support the mediastinum, and in that way 
also completely to aerate the contralateral 
lung. 

The most recent pneumonectomy on the 
children’s service was in the case of a boy 3 
years of age with multiple abscesses in the 
right lung. This patient of necessity had to 
be intubated to allow for adequate removal 
of secretions during surgery. A 7 mm. en- 
dotracheal catheter was passed with ease. 
Even though the patient did well during sur- 
gery and eight hours postoperatively, laryn- 
geal edema developed and progressed to such 
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an extent that tracheotomy was performed 
fourteen hours following the anesthesia. Re- 
covery was uneventful. 

In this connection, those using suction in 
the trachea and bronchi of newborn infants 
for removal of secretions should do so with 
great care. In 2 instances of repair of tracheo- 
esophageal fistula, we definitely believe that 
a laryngeal edema which developed after the 
anesthesia was initiated by rough endotra- 
cheal aspiration at time of birth. 

We have established a ruling that in all 
cases of intrapleural surgery a cannula shall 
be tied in a vein of the ankle. Sudden, acute 
blood loss should always be anticipated. The 
circumstance of a needle coming out of a 
vein at that crucial moment when blood re- 
placement is severely needed, is well known. 
Our blood typing includes the Rh factor, and 
we believe that the low morbidity and mor- 
tality which prevails with us is enhanced by 
the cooperation of the hospital’s blood bank, 
The William F. Buchanan Blood Center, in 
its supply not only of whole blood, but of the 
plasma concentrate which is frequently used 
in conjunction with whole blood in the pre- 
vention and treatment of shock, depending 
on its origin. 

The anesthesiologist accompanies the pa- 
tient to the room to institute postoperative 
care. All patients do not routinely receive 
oxygen. If no sign of subcyanosis exists, the 
pulse rate and blood pressure are satisfac- 
tory, and the patient demonstrates no dysp- 
nea, oxygen is not employed. If with oxygen 
the above conditions do not prevail, intra- 
pleural pressure is determined on the surgical 
side, and, if satisfactory, bronchoscopic exam- 
ination is immediately performed. 

The problem was posed that patients post- 
operatively demonstrated much less bron- 
chorrhea when a face-type B.L.B. mask was 
used to administer oxygen than when a nasal 
catheter was used. After investigation and 
trial, we consider that this problem arose 
because the oxygen was not being adequately 
humidified when given by catheter. Many 
who made this criticism now use the nasal 
catheter and apparently notice little dif- 
ference. 

The patient is allowed to remain in a flat 
position until reaction is complete, and then 
the head is slightly elevated. The patient is 
kept on the back or affected side when re- 
clining. 

Blankets are not used to warm the patient. 
A sheet only is used, exposing the patient 
to the average 70°F., and up, room tempera- 
tures. Consequently there is much less dis- 
turbance of circulation than previously, when 
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every attempt was made “to keep the patient 
good and warm.” 


Postoperative analgesic drugs are kept at 
a minimum so as not to interfere with the 
cough reflex. The patient is also frequently 
encouraged to cough and clear and is assisted 
to a sitting position to accomplish this task 
better, even within an hour after recovery, 
especially in patients who are highly pro- 
ductive. 


Questions are frequently asked regarding 
difficulties which have been encountered. As 
each problem has at some time occurred to 
me personally, a brief discussion of such mat- 
ters is always in order. 


1. Oral endotracheal technique even for 
thoracoplasties as opposed to naso-endotra- 
cheal procedures. The necessity for intuba- 
tion in thoracoplasties is primarily that of 
greater ease of aspiration of secretions, and, 
secondarily, ease of oxygen administration 
and carbon dioxide elimination. Naso-endo- 
tracheal catheters frequently, following re- 
peated boiling, lose their firm consistency, and 
when passed through the narrow nasal orifice 
are so compressed that it is difficult or com- 
pletely impossible to pass a suction tube 
through them. The sudden discovery that 
it is impossible to remove a flooding of 
secretions is not only embarrassing, but in 
certain circumstances may be fatal. Also, in 
this circumstance the incidence of contra- 
lateral spread is definitely increased. Too, 
if there is that amount of obstruction, oxy- 
gen administration and carbon dioxide elim- 
ination must be interfered with mechanically. 


2. The tendency to insert the endotracheal 
catheter too far. Because of the variance in 
distance from teeth to corina, no definite 
measurement can be constantly used. The 
tube is apparently passed the desired dis- 
tance by direct vision by the use of the laryn- 
goscope and still it may be further advanced 
during removal of the laryngoscope, or be- 
tween that time and the fixing of the tube in 
position. I insert the tube and then palpate 
the glottis with the index finger and with- 
draw the tube until the edge of the cuff can 
be felt. In this way the embarrassment of 
having the tube inserted in the right main- 
stem bronchus when the right lung is re- 
moved is in a simple manner overcome. 


3. Over-inflation of the cuff with the re- 
sultant initiation of the vago-vagal reflex. 
Only sufficient inflation to the point where 
the plunger of the syringe is pushed back 
should be used. Naturally, a fixed amount of 
air injected into the cuff in all cases can have 
only unsatisfactory results. 
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SUMMARY 


I appreciate the opportunity of discussing 
some of the problems that have been brought 
to my attention by those doing both intra. 
pleural and extrapleural thoracic surgery and 
using the technique discussed here. I am 
fully aware that at other centers other tech- 
niques, such as spinal and local anesthesia. 
are used. I believe that the to and fro con: 
trolled endotracheal technique is a very safe 
and satisfactory procedure. One case in par. 
ticular has convinced me of this. It is the 
case of Miss D. S., who had extensive mul- 
tiple pulmonary abscesses following tonsillec- 
tomy many years before. Pneumonectomy 
was the procedure decided upon. It was found 
upon opening the pleural cavity that the lung 
was solidly adherent throughout. The separa- 
tion of adhesions and dissections of an in- 
volved hilus reauired considerable patience 
and care. Anesthesia was induced at 8 a.m., 
and discontinued at 4:35 p.m. Total anes- 
thesia time, therefore, was eight hours and 
thirty-five minutes. The recovery of the pa- 
tient was uneventful. There were no un- 
toward signs or symptoms at any time refer- 
able to anesthesia. The patient was fully able 
to resume her work, previously abandoned 
because of progression of her disease, within 
two months. If this procedure is harmful in 
any way, this case should have demonstrated 
the complications. 


ABSTRACT OF DISCUSSIONS 


Dr. H. C. Slocum, Galveston: In chest surgery, a 
satisfactory surgical field and the protection of the 
well being of the patient demand that certain facili- 
ties be provided. 

Before operation there should be: (1) stabilization 
of the mediastinum; (2) training to breathe with 
the lung area to be explored or removed; (3) ade- 
quate postural or bronchoscopic drainage of secre- 
tions, and (4) proper basal narcosis. 

During operation there should-be: (1) adequate 
airway; (2) satisfactory anesthesia; (3) control of 
bronchial secretions; (4) control of diaphragmatic 
movement; and (5) adequate ventilation and oxy- 
genation. 

After operation the following should be pro- 
vided: (1) pain relief by intercostal block rather 
than morphine; (2) adequate ventilation by main- 
taining proper negative pressures, prevention of 
paradoxical respiration, and oxygen if necessary; 
(3) removal of accumulated respiratory secretions; 
(4) maintenance of competent circulation; and (5) 
breathing exercises to lessen the incidence of res- 
piratory cripples. 

If the surgeon and the anesthesiologist take ad- 
vantage of these facilities, morbidity and mortality 
should be minimized coincident with the disease pro- 
cesses in the patient. 


Dr. A. O. Singleton, Galveston: I would like to 
take this opportunity of commending the modern 
anesthetist. No one has contributed more to the 
extent, scope, and magnitude of surgery than the 
anesthetist. His education in physiology and his 
training and versatility in anesthesia will be ap- 
preciated by all surgeons who are fortunate enough 
to have associated with them such an anesthetist. I 
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fortunately have been enjoying highly trained anes- 
thetists for several years, and I believe my life span 
will be extended because of this advantage. I no 
longer worry about the anesthetic because I feel 
such confidence in my anesthetist that I can devote 
my entire attention to the surgery at hand. 


SAFETY FACTORS IN INTRATHORACIC 
SURGERY FOLLOWING TRAUMA 


JAMES T. LEE, M. D. 
WICHITA FALLS, TEXAS 


The general surgeon is often called upon to 
attend cases of trauma to the chest, some of 
which require intrathoracic surgery if life- 
saving procedures are to be instituted. Time 
does not permit a discussion of indications 
for thoracotomy on the injured chest, but 
certainly experience gained by many sur- 
geons doing the definitive surgery in the 
forward eschelon hospitals in World War II 
has proved that some of the following con- 
ditions demand thoracotomy: 


1. Hemorrhage, usually from the internal 
mammary or intercostal artery, that does not 
respond to conservative therapy. 

2. Tension pneumothorax. 


3. Large, retained foreign bodies, espe- 
cially if adjacent to vital structures in the 
mediastinum. 

4. Lacerations of the esophagus. 


5. Cardiac wounds, with evidence of tam- 
ponade. 


6. Thoraco-abdominal wounds. 
7. Diaphragmatic hernia. 


8. Large, clotted hemothorax, with unex- 
panded lung tissue. 


Thoracotomy in patients suffering serious 
injury is not a hazardous procedure if certain 
safety factors, to be discussed in more detail, 
are considered. 


SHOCK AND SUPPORTIVE THERAPY 


The patient is often in extreme shock, 
which condition is aggravated by continued 
hemorrhage, cyanosis, dyspnea, and severe 
pain with each respiration. An injured patient 
with hemoptosis is generally certain that his 
hours are numbered, as perhaps they are. 
This naturally gives rise to extreme fear and 
apprehension. 

Morphine in small doses, preferably intra- 
venously, will often relieve pain and appre- 
hension, so that each succeeding respiration 
is of better volume. Respiration may be en- 
hanced by intercostal nerve block of the 
involved segments, so that the patient is pain 
free and able to clear his airway of blood and 
secretions. Repetition of this procedure on 
the first and second postoperative days will 
likewise aid the patient in aerating atelectatic 
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areas of the lung, thus preventing pneu- 
monia. 


The primary cause of shock in such pa- 
tients is loss of blood, necessitating large 
amounts of blood replacement. As much as 
from 2,000 to 3,000 cc. of blood may be nec- 
essary over a period of from six to eight 
hours to combat shock if bleeding continues. 
In the absence of a blood bank, it is no small 
matter to obtain this much blood immediate- 
ly; hence makeshift methods must often be 
utilized in lifesaving procedures. Blood from 
the chest may be aspirated, citrated, and 
again put into the circulation. Unmatched, 
universal donors, type O blood may be used 
with only a small percentage of severe reac- 
tion, and may well be the difference between 
life and death, as delay in replacing blood 
may be fatal. There are also blood substitutes 
in the form of plasma, serums, or human 
albumin solutions that are lifesavers; but ex- 
perience has shown that they alone are not 
enough. These attempts at restoration of 
blood volume must be heroic at times, and in 
the shocked patient, whose peripheral veins 
are in spasm, it may be very difficult to ac- 
complish. However, if one large bore needle 
is kept in place, with some type of fluid run- 
ning from the time of admission of the pa- 
tient until he is out of danger, this technical 
difficulty may be avoided. There is some dan- 
ger of giving such patients too much fluid, 
thereby producing pulmonary edema, espe- 
cially in elderly patients, but this may be 
checked by intermittent venous pressure re- 
cordings, and close observation of the patient 
has in itself proved to be adequate prevention. 

The shocked, cyanosed patient with a chest 
wound needs oxygen continuously, and in 
high concentration. This is best administered 
through the B. L. B. mask, which gives about 
90 per cent oxygen if properly utilized, or 
through nasal catheters, which deliver about 
60 per cent oxygen to the trachea. But it 
must be remembered that unless the patient 
has an open air way from the oropharynx to 
the lung tissue and a functioning pulmonary 
bellows, this oxygen therapy cannot be ex- 
pected to relieve cyanosis, although it cer- 
tainly will be better than no therapy at all 
Hence, while treating shock, the physician 
must be sure that blood and secretions are 
expectorated or aspirated, that sucking 
wounds are closed air tight by dressings or 
sutures, and that a “stove in” chest, with 
flexible chest wall on one side, is not produc- 
ing paradoxical respirations and a shift of air 
only from one lung to the other. This latter 
condition may be prevented by tight adhesive 
dressings and by having the patient lie on 
the affected side. It is probably also a good 
policy to do thoracentesis as soon as possible 
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on most severe chest injuries, so as to allow 
for more complete pulmonary function, and 
to rule out tension pneumothorax. In the lat- 
ter case, of course, the needle should be in- 
troduced anteriorly in the second and third 
interspace, and may be left in place, attached 
to an underwater trap, if a large amount of 
air under tension is encountered. It is well 
to remember that a spreading subcutaneous 
emphysema indicates that tension pneumo- 
thorax need not be feared as the air is escap- 
ing into the tissues through a rent in the 
parietal pleura. 


The threat of pleural sepsis is decreased 
by starting the patient immediately on peni- 
cillin intramuscularly, and a sulfa drug by 
mouth or intravenously. Likewise penicillin 
solutions of 100,000 units in from 10 to 20 ec. 
of saline solution are introduced into the 
pleural space at the completion of a thor- 
acotomy and each thoracentesis. 


It has been repeatedly observed that many 
patients with chest injuries will develop se- 
vere gastric dilatation, presumably from 
swallowing air, which embarrasses the ex- 
cursion of the left diaphragm and pushes up 
the heart. It is amazing how much improve- 
ment in cardio-respiratory function is at- 
tained by such a simple thing as gastric lav- 
age preoperatively, repeated if necessary dur- 
ing the postoperative period. 

Only after the patient has shown evidence 
of response to adequate shock and supportive 
therapy can thoracotomy be considered; but 
if indicated, it should be done as soon there- 
after as feasible. 


ANESTHESIA 


The most important safety factor in sur- 
gery on the patient with a chest injury is 
skillful anesthesia. This demands a thorough 
knowledge of the technique of intratracheal 
anesthesia, the use of positive pressure to re- 
expand collapsed pulmonary tissue, and a 
keen appreciation of the abnormal pulmonary 
physiology involved. On the other hand, a 
combination of gas, oxygen, and ether has 
proved to be a safe and effective agent, and 
a well trained nurse-anesthetist is capable of 
handling even the most severe cases. It is 
not uncommon to see a cyanosed, “shocky” 
patient become pink and have a welcomed in- 
crease in blood pressure after skillful induc- 
tion, intubation of the trachea, and aspira- 
tion of the blood and secretions from the 
tracheo-bronchial tree. 


REESTABLISH MENT OF NORMAL FUNCTION 


The surgeon is now ready to correct the 
traumatic defects and to reestablish normal 
physiologic conditions by methods which 
allow the traumatized chest to return to nor- 
mal function. 
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Adequate exposure in the chest to facili- 
tate the repair of traumatic defects is as nec- 
essary as in other parts of the body. To this 
end, incisions may be made through entrance 
or exit wounds, which must be debrided, and 
elongated in the direction of the underlying 
rib. If a rib is already fractured, it may be 
preferable to excise it throughout the length 
of the incision; but if the rib is intact, per- 
haps intercostal incision may be adequate 
when combined with clipping or voluntary 
fracture of an adjacent rib posteriorly or a 
cartilage anteriorly. By all means, however, 
adequate exposure of the part of the chest 
injured must be attained by liberal incision, 
placed to fit the need for any particular 
wound. The general surgeon, who opens the 
chest infrequently, will feel more secure if 
he makes an adequate incision, for he will 
not be hampered by a small open wound 
blowing air and blood in his eyes with each 
respiration. He is enabled under direct vision 
to aspirate the thorax and establish hemo- 
stasis. He can then more leisurely explore the 
involved pleural space completely and ascer- 
tain what must be done to restore the chest 
to normalcy. Lung tissue is rarely bleeding 
actively, unless hilar structure is damaged, 
since the pressure in the pulmonary artery 
is only about 40 mm. of mercury, and spon- 
taneous clotting usually takes place in the 
periphery of the lung. On the other hand, 
the surgeon will often notice that an inter- 
costal artery ceases bleeding after the rib 
over it is excised, allowing the artery to re- 
tract as well as contract. 


There should be no hesitation in enlarging 
defects in the left diaphragm in order to ex- 
plore the left upper quadrant for possible 
spleen, stomach, or kidney damage. Repair of 
stomach perforations is easily accomplished, 
and the surgeon unfamiliar with this ap- 
proach is always surprised to find that sple- 
nectomy or nephrectomy is so easily done 
through the diaphragm. On the right side, 
however, liver wounds are more difficult to 
handle through the diaphragm, which should 
be closed over the liver defect. The damaged 
liver must be approached through the abdo- 
men as well, since it is imperative to drain 
liver wounds through the abdominal wall to 
prevent bile peritonitis and pleuritis. 

Wounds of the heart are difficult to suture. 
Such sutures may be done with more impu- 
nity if the pericardial sac is first lavaged with 
novocaine, so as to reduce cardiac irritability 
and prevent a fatal ventricular fibrillation, 
which often follows manipulation of the heart 
itself. After surgery on the heart, a defect 
should be left between the pericardium and 
the left pleural space, so that any accumu- 
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lated fluids may escape, thus preventing a 
postoperative tamponade. 

A careful search should always be made in 
perforating wounds of the posterior medias- 
tinum to be sure that any esophageal wound 
is corrected by suture, as extremely high 
mortality rates attend uncorrected esopha- 
geal defects and the mediastinitis which fol- 
lows. The only real treatment of mediastinitis 
is prevention. 


Lung lacerations should be sutured in such 
manner as to make the closure air tight. All 
suture lines on the lungs should be tested 
against air leaks and for the presence of 
broncho-pleural fistulas, by reexpanding the 
lung with positive pressure in the tracheo- 
bronchial tree by means of the anesthetic - 
machine. It is wise when there has been evi- 
dence of tension pneumothorax to inspect 
carefully the interlobar fissures for air leaks. 
It has been my experience that wounds in this 
area usually produce such leaks. 


The pleural space likewise must be air 
tight, so that a normal negative pressure 
may be reestablished. To this end, blood and 
exudates, as well as air, must be aspirated 
by needle intermittently, or drained through 
an intercostal catheter attached to suction or 
underwater traps, both preoperatively and 
postoperatively. Only a dry pleural space 
allows complete reexpansion of pulmonary 
tissue. This reestablishes a pleura to pleura 
contact, gradually develops normal negative 
pressure, and eliminates dead space, which 
even in the chest seems a most important 
factor in prevention of infections. It is wise 
to remember that the pleural space does not 
tolerate drainage tubes over any considera- 
ble period of time, and it has been observed 
that intercostal tubes rarely function after 
the first twenty-four to thirty-six hours, at 
which time the tubes should be removed. Any 
subsequent collection of fluid or air should 
be removed by thoracentesis at the optimum 
interspace. Above all, the patient should leave 
the operating table with a dry pleura and 
with the lung expanded. 


Chest wall and diaphragmatic wounds and 
incisions must likewise have air tight closure 
to leave a functioning, rhythmically expan- 
sive, closed space to act as a pulmonary bel- 
lows. The technique of this closure seems to 
be of little importance as long as it is air 
tight, but the use of paracostal sutures to 
approximate adjacent ribs should be con- 
demned because of the intercostal neuralgia 
which frequently follows. 

A patent tracheo-bronchial tree and free 
pulmonary air way is most important to a 
smooth convalescence. This may demand re- 
peated bronchoscopy or other simpler meth- 
ods, to insure a cough that will clear the 
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passages. During the immediate postopera- 
tive period, the patient will of course need 
oxygen and adequate shock therapy, but it 
is surprising how encouragement to early am- 
bulation will hasten a smoother convales- 
cence and early restoration of normal pul- 
monary function. 


ABSTRACT OF DISCUSSION 


Dr. Robert R. Shaw, Dallas: As Dr. Lee pointed 
out, the pleural cavity can now be opened widely 
with impunity, as long as certain safeguards are 
carried out. Controlled respiration through an intra- 
tracheal tube and adequate blood replacement are the 
prime considerations during the actual surgery. In 
the postoperative course rapid expansion of the lung 
is essential. To accomplish this, two factors must be 
kept in mind. There should be adequate pleural 
drainage, either through a tube connected to a nega- 
tive suction system or by frequent aspiration with a 
needle. Of equal importance is the insistence upon a 
clear tracheo-bronchial tree. If secretions cannot be 
adequately cleared by coughing, or suction through 
a catheter, bronchoscopy should be carried out. Fail- 
ure in either of the two above considerations may 
unnecessarily prolong the convalescence or lead to 
other bad results. Subcutaneous emphysema may not 
always be as benign as Dr. Lee has indicated. If it 
is rapidly spreading, it may indicate a tension pneu- 
mothorax which requires immediate relief. In 
thoraco-abdominal wounds involving the liver, drain- 
age of the damaged liver below the diaphragm is 
always necessary. Failure to do this leads invariably 
to accumulation of bile below the diaphragm, which 
will rupture into the pleural cavity to cause a bile 
pleuritis. As Dr. Lee has said, surgery in thoracic 
injuries is safe if careful attention is paid to the 
physiologic considerations involved. 


GASTROJEJUNOCOLIC FISTULA 


J. T. KRUEGER, M.D. 
LUBBOCK, TEXAS 


Gastrojejunocolic fistula is one of the most 
serious complications attending gastric surgi- 
cal procedure. It is usually a complication of 
the surgical treatment of duodenal ulcer, 
though it occasionally occurs as a result of 
carcinoma of the stomach or transverse colon. 
In spite of the great amount of work which 
has been done on the subject in recent years, 
the mortality figures for surgical interven- 
tion are still distressingly high, and almost 
all patients treated medically die of progres- 
sive inanition or intercurrent infection. 


It is difficult to determine the incidence of 
gastrojejunocolic fistula. Many of the cases 
are never reported or diagnosed, and there is 
a wide variation in the incidence of those 
cases reported. The first instance of gastro- 
jejunocolic fistula following gastro-enteros- 
tomy was reported by Czerny® in 1903. In this 
case the fistula was removed by a block resec- 
tion of the involved portion of the stomach, 
jejunum, and colon, and a new gastro-enter- 
ostomy was performed. In 1925 Verbrugge" 
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thoroughly reviewed the literature and found 
reports of 95 cases in which gastrojejunocolic 
fistula occurred after gastro-enterostomy for 
peptic ulcer. In a series of more than 6,000 
gastro-enterostomies done at the Mayo Clinic, 
1.4 per cent of the patients developed gastro- 
jejunal ulcer and 0.16 per cent developed 
fistula. Allen! reported the incidence of gas- 
trojejunocolic fistula was 14 per cent in a 
series of 36 cases of gastrojejunal ulcer. Most 
of the patients suffering from this condition 
are men, and the age in which fistula occurs 
is the age during which ulcer occurs. The 
Mayo Clinic reported all but 1 of their pa- 
tients were males, and the age incidence was 
between 27 and 61 years. In the group of 95 
cases of fistula reported by Verbrugge," all 
but 1 occurred in males, while in the 13 cases 
reported by Rife,® 2 occurred in women. The 
3 patients reported in this paper were all men, 
the youngest 36 and the oldest 61 years of 
age. 

Many theories have been proposed as to 
the cause of gastrojejunal ulcer, which is the 
preceding lesion of gastrojejunocolic fistula. 
It has been thought that the condition might 
be due to errors in surgical technique, that 
the use of tight intestinal clamps or the use 
of nonabsorbable suture material might be 
responsible for the ulcer. I agree with Wal- 
ters!’ of the Mayo Clinic that these factors 
are of no great importance and that gastro- 
jejunal ulceration is probably due to the same 
factor that produced the original gastric or 
duodenal ulceration, namely, a lowered tissue 
resistance to gastric secretion. It is now 
known that the common site for jejunal ulcer 
is that portion of the jejunum not gripped 
by clamps, and that the substitution of ab- 
sorbable catgut ligatures for silk sutures 
failed to prevent the condition. Rife® lay par- 
ticular stress upon the importance of hyper- 
acidity as an etiologic factor. The sex in- 
cidence shows the importance of hyperacidity 
as a causal factor for it is known that men 
have higher gastric acidities than women. 

Gastrojejunocolic fistula almost always 
occurs as a complication of posterior gastro- 
enterostomy. Although multiple jejunal 
ulcers have been reported, there is usually 
only one fistula. As a rule, the fistulous tract 
is smooth and glistening and is located di- 
rectly below the gastro-enterostomy. The 
direction and size of the fistula may vary. 
Rife® reported a size variation of from 4 mm. 
to 6 cm. Localized peritoneal reaction was 
found in all of my cases, and extensive adhe- 
sions in 1 of them. 

The history of the patient with gastro- 
jejunocolic fistula is rather typical. There is 
usually an interval of relief from ulcer 
symptoms after gastro-enterostomy, fol- 
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lowed by a period of recurrent ulcer distress, 
and then by a period of persistent or inter- 
mittent diarrhea. As a rule, the pain, a result 
of the ulcer itself, disappears with the for- 
mation of the fistula. The length of time 
between the primary operation and the devel- 
opment of the fistula varies greatly. The aver- 
age in Walters’! cases was forty-five months, 
and in Rife’s® series four and one-half years. 


In 1 of my cases, the interval was twenty 
years. 


Diarrhea is the most constant and signifi- 
cant symptom of gastrojejunocolic fistula. 
The stools are watery or semi-solid, with a 
strong, foul odor. Because of the constant 
diarrhea which will not respond to medica- 
tion, the patient usually becomes emaciated, 
dehydrated, and weak. The loss of weight is 
rapid in spite of the fact that the patient 
often has a voracious appetite. Occasionally 
vomiting may occur, but rarely does fecal 
vomiting take place. There is frequently a bad 
taste in the mouth, and foul smelling eructa- 
tions occur in most cases. 

The diagnosis of a well-developed gastro- 
jejunocolic fistula is not difficult. During 
roentgenoscopic examination, a barium 
enema will be of more aid in demonstrating 
the fistula than a barium meal. 

Once gastrojejunocolic fistula has devel- 
oped, surgical intervention is imperative, for 
medical treatment alone offers no hope. It is 
obvious that this is a formidable problem for 
the surgeon. He is presented with an emaci- 
ated patient, who has had one or more gastric 
operations, and whose general health is ex- 
tremely poor. Surgical shock, respiratory in- 
fections, and peritonitis are all real dangers. 
Cushing? showed years ago that bacteria 
increase in number and virulence down the 
intestinal tract, and Rife® said that if per- 
forated peptic ulcers are closed very soon 
after their occurrence, there is little danger 
of peritonitis, while the slightest contamina- 
tion of the abdominal cavity by the contents 
of the lower intestines usually results in 
peritonitis. 

Adequate preoperative preparation is of 
great importance in patients with gastroje- 
junocolic fistulas. Dehydration can be treated 
by intravenous administration of glucose and 
saline solution, and anemia by blood trans- 
fusion. The intestinal tract should be cleaned 
as thoroughly as possible by enemas and gas- 
tric lavage, and should be rendered more 
sterile by the administration of sulfasuxidine 
or sulfaguanidine by mouth. During this pe- 
riod a highly nutritious diet should be pre- 
scribed along with the administration of 
vitamins. Thinidex is my choice of prepara- 
tions containing vitamins. 
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Postoperative care is also very important. 
The patient must be placed on a strict diet 
following the operation, and alcohol, tobacco, 
and condiments must be forbidden. 

No one surgical procedure can be recom. 
mended for every case of gastrojejunocolic 
fistula. The general condition of the patient, 
the extent of the lesion, and the local condi- 
tions in the operative field must be deter- 
mined before a choice of operative procedure 
is made. The simple closure of the fistula, 
removal of the posterior gastro-enteric anas- 
tomosis, and restoration of the original ali- 
mentary continuity is the safest operation. 
In one of my cases, because of pyloric ob- 
struction, it was necessary to add a pyloro- 
plasty to this procedure. In certain cases in 
which the fistula is large and there is a great 
deal of inflammation around the anastomosis, 
a block resection of the jejunum, colon, or 
stomach may be necessary. Lahey and Swin- 
ton’, in 1935, suggested a two-stage procedure 
in such cases. Kelly’? favored one-stage opera- 
tions for gastrojejunocolic fistula. He advised 
comnvleting the operation with an extensive 
partial gastric resection, of the Polya type. 
He reported 2 deaths in his 8 cases. Finster- 
er® also favored one-stage operations. He re- 
ported 5 deaths in his 13 cases. Priestly? of 
the Mayo Clinic has insisted that the opera- 
tion of choice should include a generous 
resection of the stomach, which would offer 
definite protection against recurrent ulcera- 
tion. I believe with Walters and Clagett’? 
that control of the ulcer forming tendencies 
should be a secondary consideration, and that 
no plan should be carried out with excessive 
risk to the patient’s life. It is my opinion 
that in cases of gastrojejunocolic fistula the 
surgical treatment should consist of the re- 
construction of the gastro-intestinal tract to 
its normal state in the simplest operation pos- 
sible. If there is a recurrence of ulcer later, 
gastric resection may then be done with less 
danger to the patient. Many patients will 
never have such a recurrence. 

Methods of prevention should have a place 
in any discussion of the treatment of gastro- 
jejunocolic fistula. Tepper’® said that every 
case of fistula represents a patient who should 
not have had a gastro-enterostomy. I agree 
with others that physicians were once too 
enthusiastic in the use of gastro-enterostomy 
for duodenal ulcer, and although subtotal 
gastric resection is the best surgical proce- 
dure, gastro-enterostomy is still a valuable 
method of treatment in selected cases of 
duodenal ulcer. 

The anesthetic of choice in my operations 
has been from 12 to 16 mg. of pontocaine in 
10 per cent glucose solution. The blood pres- 
sure is maintained with ephedrine. There is 
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little doubt that spinal anesthesia has re- 


duced the hazards in prolonged operations of 
all kinds. 


There is great danger in any surgical pro- 
cedure in cases of gastrojejunocolic fistula, 
and the results in the past have not been en- 
tirely satisfactory. Allen! reported a mortal- 
ity of 25 per cent in 8 cases; Rife®, a mortality 
of 20 per cent in 14 cases; Lahey and Swin- 
ton’, a mortality of 63 per cent in 8 cases; 
‘Wilkie'*, a mortality of 40 per cent; and 
Walters and Clagett!”, a mortality of 32 per 
cent in 50 cases at the Mayo Clinic. 


CASE REPORTS 


CASE 1.—A man, aged 61, a married rancher, en- 
tered Lubbock Memorial Hospital on December 12, 
1944, complaining of vomiting and diarrhea, which 
had been present intermittently for two years. Gas- 
tro-enterostomy had been done elsewhere in 1922, 
after which the patient remained in good health for 
twenty years. Two weeks prior to his entry into 
the hospital, he had had a severe attack, with 
vomiting, watery diarrhea, cramping in the pit of 
the stomach, and dull soreness in the abdomen. The 
patient stated that his appetite remained good, 
though he had lost several pounds with each attack 
of diarrhea. 

Examination revealed a_ well-developed, slightly 
undernourished man, not acutely ill. Roentgen exam- 
ination showed a fistula connecting the stomach, 
jejunum, and transverse colon, and a diseased gall- 
bladder. 

Surgery was done December 18, 1944, after six 
days of intensive preoperative treatment, The gall- 
bladder, which was found to be buried in adhesions 
and to contain a rather large cholesterol stone, was 
vemoved. The fistulous openings in the colon, je- 
junum and stomach were closed. About 10 Gm. of 
sulfanilamide powder was used in the abdomen and 
wound. Postoperative treatment included: penicillin, 
sulfanilamide hypodermoclysis, intravenous glucose 
and saline solution. The patient was discharged on 
the twenty-second day after operation, following an 
uneventful convalescence. 

A follow-up fifteen months later revealed that the 
patient had gained 45 pounds in weight and had 
experienced no further symptoms of any kind. 

CASE 2.—A man, aged 36, oil field worker, mar- 
ried, was admitted to the hospital January 9, 1939, 
complaining of diarrhea, belching of gas with a fecal 
odor, fecal vomiting, and marked loss of weight. 
Vomiting had been present intermittently for seven 
years, the fecal vomiting starting at the time of the 
onset of diarrhea in 1938. The patient reported that 
in 1932 he had submitted to an appendectomy, and 
in 1934 to a gastro-enterostomy. He had experienced 
only a short period of relief from vomiting after the 
gastro-enterostomy. 

Examination revealed an emaciated man who was 
chronically and acutely ill. There was marked ab- 
dominal distention but no abdominal tenderness. 
Roentgen-ray examination confirmed the diagnosis of 
gastrojejunocolic fistula. 

An operation was performed January 20, 1939, 
after eleven days of careful preoperative preparation. 
Because of a stenosis of the pylorus, a pyloroplasty 
was done, after which the closure of the openings in 
the stomach, jejunum. and colon was accomplished. 

The patient was in good condition for twelve days 
following operation and seemed to be well on the 


read to recovery when he developed a fatal pulmon- 
ary embolism. 
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CASE 3.—A man, aged 45, painter, single, was 
admitted to the hospital January 28, 1945, complain- 
ing of severe diarrhea, foul eructations, soreness 
of the abdomen, extreme weakness, and progressive 
loss of weight despite a good appetite. A gastro- 
enterostomy had been performed elsewhere three 
years previously, after which the patient had re- 
mained in good health until the onset of the above 
symptoms fifteen months before. He had had one 
hemorrhage followed by tarry stools for a few days. 
He reported a weight loss of 30 pounds. 

Examination revealed an undernourished man, not 
acutely ill, with distention of the abdomen, mid- 
epigastric tenderness, and a slight swelling of the 
ankles. A gastro-intestinal examination and a barium 
enema demonstrated a fistulous connection between 
the stomach, jejunum, and colon. 

An operation was performed January 31, 1945. At 
that time adhesions around the previous operative 
sear were liberated, the gastro-enterostomy was re- 
constructed because of a stenosis of the duodenum, 
and a colonic resection with an end to end anastomo- 
sis was done, because of marked stricture and de- 
formity of the colon. 

The postoperative course was uneventful, and the 
patient left the hospital on the eighteenth day after 
operation. Four months later he reported that he had 
gained 35 pounds and was free of all previous 
symptoms. 


SUMMARY 


A review of the literature on gastrojejuno- 
colic fistula reveals that it is a rare though 
serious problem in gastric surgery. The inci- 
dence, etiology, pathology, symptomatology, 
diagnosis, and treatment are discussed. No 
definite surgical procedure is recommended 
for all cases, but the simple closure of the 
fistula, removal of the posterior gastro-en- 
original alimentary continuity is the safest 
operation. The importance of preoperative 
teric anastomosis, and restoration of the 
treatment is stressed. Three cases of gastro- 
jejunocolic fistula following gastro-enteros- 


tomy for duodenal ulcer are presented in 
detail. 
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RADIOLOGIC DIAGNOSIS OF LESIONS 
OF THE LARGE BOWEL 


J. R. MAXFIELD, JR., M.D. 
DALLAS, TEXAS 


The first consideration of study of the large 
bowel by radiologic methods must be the fa- 
miliarization of the radiologist with the ap- 
pearance of the bowel in normal persons, and 
to differentiate abnormal development of the 
bowel from pathologic changes. 


Congenital abnormalities of the bowel 
should be easily recognized once the various 
conditions have been observed. The abnor- 
malities usually are of no clinical significance. 
but occasionally they do throw light on the 
patient’s symptoms. There is an abnormality 
not frequently seen, but which deserves more 
consideration than the usual abnormalities: 
the colon may occasionally be placed between 
the liver and the lateral wall of the abdomen, 
under the diaphragm on the right side. When 
this occurs it will present a confusing picture 
to the inexperienced observer, and it has been 
incorrectly diagnosed as a pathologic lesion 
in this region. When the interposition be- 
tween the liver and the lateral wall of the 
abdomen occurs, the arrangement is usually 
transient and the bowel will change its posi- 
tion and appear in its normal relationship to 
the liver when it has been filled with barium 
or after manipulation. 


The dilation or enlargement of the colon, 
known as megacolon or Hirschsprung’s dis- 
ease, is a condition which is also occasionally 
seen. It is thought to be a hereditary con- 
dition, in which the large bowel is of enor- 
mous size. It may involve the entire colon or 
be located in segmental areas. It is usually 
associated with a long history of improper 
bowel habits and probably results from faulty 
innervation of the large bowel. The primary 
consideration from the radiologic standpoint 
in investigating further the dilatation present 
in the colon is to rule out the possibility of 
intestinal obstruction. It should be relatively 
easy to distinguish between the abnormality 
of megacolon or redundant colon, and the 
pathologic condition of obstruction. 

Obstruction of the large bowel can be 
readily diagnosed by radiologic measures. 
The point of obstruction is usually easy to 
determine by administration of a barium 
enema. The causative factor producing the 
obstruction is frequently more difficult to 
determine. There are a multitude of causes 
which will produce partial or complete co- 
lonic obstruction, the most common of which 
in adults is carcinoma. The obstruction pro- 
duced by carcinoma is usually one which be- 
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gins gradually and develops over a period of 
time. Complete obstruction occasionally fol- 
lows the administration by mouth of barium 
or some substance which produces extreme 
bulk in the bowel. 


Obstruction of the bowel can also be sec- 


ondary to invasive growths from neoplastic 


changes in surrounding tissues. This is usu- 
ally diagnosable without great difficulty. The 
possibility of obstruction to the colon from 
stricture formation following the radiation 
therapy of patients with malignant disease, 
which occasionally occurs and must be con- 
sidered. 

Volvulus in the sigmoid will cause obstruc- 
tion when the twisting of the long loop of 
the sigmoid on its mesentery results in a 
large, distended, gas-filled loop of bowel. This 
is usually demonstrable on the film. Intus- 
susception is also a causative factor in intes- 
tinal obstruction. This is produced by a seg- 
ment of bowel being telescoped upon another 
as a result of some tissue protruding into 
the lumen of the bowel or causing a change 
in the contour of the bowel which allows the 
segment to be carried forward by peristaltic 
activity. Adhesive bands from congenital 
changes or following operative procedures are 
also a cause of obstruction. This is difficult to 
establish definitely as the cause of the ob- 
struction under most conditions. Therefore, 


diagnosis is usually arrived at by a process 


of elimination. Strangulated hernia is a 
causative factor in obstruction of the large 
bowel, but this is usually diagnosed from 
clinical findings as readily as by radiographic 
examination. It is infrequent that the radiolo- 
gist is asked to examine a patient where the 
cause of obstruction is a strangulated hernia. 

The pathologic conditions which occur in 
the large bowel proper can be divided into 
those caused by infectious diseases and those 
caused by neoplastic changes. 

The infectious conditions which involve 
the colon can be considered as beginning with 
a simple colitis, which is a nonspecific change 
resulting in a hyperemic condition of the 
mucosa, with a change in the bowel habits 
and functions and with a noticeable lack of 
haustral markings. This condition is further 
substantiated by a sigmoidoscopic study of 
the patient. 

True ulcerative colitis is characterized by 
loss of haustral markings and by association 
with an enlargement of the mucosal folds, 
with hyperemia, and with mucus, usually of 
a bloody type. It also shows a considerable 
amount of stringy, purulent exudate at in- 
tervals. As the condition becomes more 
chronic, there is a resultant hypertrophy of 
the mucosal folds with lymphoid hyperplasia 
occurring which forms a psuedopolypoid ap- 
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pearance of the bowel and a further narrow- 
ing, with a tubelike appearance of the bowel 
itself. As the chronic ulcerative colitis goes 
through the stages of further progression, 
multiple small polyps may be formed through- 
out the entire bowel with the lumen of the 
bowel being continually so reduced that it 
almost obstructs at times. Fistulous forma- 
tion is frequently seen in ulcerative colitis. 

Certain specific infections, such as tubercu- 
losis, lymphogranuloma inguinale, amebiasis, 
and syphilis, involve the large bowel. The 
involvement with tuberculosis in the large 
bowel is usually confined to the cecum and 
ascending colon and occasionally to the region 
of the rectum. The barium enema on passing 
through the region of the cecum and the 
ascending colon will exhibit much spasticity 
and distortion. It may be necessary to fill 
this region two or three times before an 
adequate study can be made. Each time the 
cecum and ascending colon become filled 
there may be contractions and injection of 
the opaque substance back into the remain- 
der of the bowel. Tuberculosis in the large 
bowel is usually found only in a patient with 
pulmonary tuberculosis. It is occasionally re- 
ported without the pulmonary tuberculosis, 
but this is extremely uncommon. 


Involvement of the large bowel by lympho- 
granuloma inguinale and syphilitic infection 
is usually confined to the rectum and sigmoid 
portion of the bowel. These infections cause 
a type of lesion which results in a marked 
thickening of the rectum and sigmoid and 
causes these areas to become tube-like with 
distortion of the mucosal pattern. The degree 
of involvement seldom extends beyond the 
descending colon. The diagnosis of these le- 
sions is usually easy by sigmoidoscopic exam- 
ination and correlation with laboratory in- 
vestigations. 

It must be remembered that there is a 
physiologic change in the large bowel called 
simple spastic colitis, which is usually asso- 
ciated with a high-strung, nervous person 
who has an improper function of the upper 
gastro-intestinal tract and in which the ab- 
normal physiologic condition is carried on 
into the large bowel. The diagnosis of simple 
spastic colitis must be made only after the 
exclusion of the possibility of organic lesions. 
The condition of mucous colitis is interme- 
diate between physiologic spastic colitis and 
pathologic ulcerative colitis. It is demonstra- 
ble radiographically by a change in the ba- 
rium pattern, caused by the thick, tenacious 
mucus and by the spasticity and distortion 
which it causes. 

Multiple diverticula are found in the large 
bowel in a relatively large number of patients. 
The condition is not found in children, so 
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it is assumed to be a developmental change 
appearing in adult life. The condition consists 
of multiple bud-like projections extending 
from the contour of the colon. There may be 
few or many of them. There may be associ- 
ated with the multiple diverticula an inflam- 
matory condition resulting from the diver- 
ticula and known as diverticulitis. This may 
involve a segment of the bowel and be diffi- 
cult to differentiate from carcinoma. The pa- 
tient who is found to have diverticulitis with 
tumefaction should have adequate medical 
care, including antispasmodics and a regu- 
lated diet for from four to six weeks, and 
at the end of this period there should be a 
repeat examination of the large bowel by 
barium enema in order to rule out the possi- 
bility of coexisting malignancy. 

The diagnosis of polyposis of the large 
bowel has been adequately described by Dr. 
Weber of the Mayo Clinic. His procedures for 
this study are well known. The occurrence of 
polyps in children is frequent enough to de- 
serve consideration. They are often difficult 
to identify. 

The examination of the large bowel for 
tumor masses, both benign and malignant, 
challenges the ability of the most competent 
radiologists. The early detection of carcinoma 
in the stage when curability is greatest is 
most desirable. It is only by the thorough in- 
vestigation of the bowel by competent radi- 
ologists that such cases can be detected early. 
It must be remembered that carcinoma of the 
bowel is a relatively common condition and 
that 8 per cent of all the carcinomas in the 
body are found in the colon. The distribution 
of the carcinomas in the colon varies some- 
what, but it is usually considered that ap- 
proximately 50 per cent of carcinomas of the 
large bowel are in the sigmoid or rectosigmoid 
area, and that there are three times as many 
carcinomas in the left side of the colon as 
occur in the right side. The most frequent site 
of carcinoma in the right side of the colon is 
in the cecum and first portion of the ascend- 
ing colon. This is an area that is quite diffi- 
cult to investigate, since exploration of the 
region requires a complete filling of the bowel. 
Frequently the novice will feel that the cecum 
is completely filled when an obstructing or 
partially obstructing lesion causes the opaque 
substance to taper down to an apparent blind 
end. The point of entrance of the ileum into 
the large bowel usually shows that the cecum 
must be below this area, and indicates that 
additional attempts at filling must be carried 
out. If it is impossible to fill the terminal 
ileum by barium enema examination, a bari- 
um meal, in small amounts, should be given 
so that the accurate investigation of the ter- 
minal ileum and ileocecal region can be car- 
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ried out. The carcinomas in the cecum and 
sigmoid portions of the bowel are the so- 
called “silent” tumors of the bowel, and fre- 
quently produce anemias before other symp- 
toms begin to occur. They are diagnosable 
early only by radiologic examinations. 

The size, shape, and position of the lesion 
of involvement in the bowel is of some im- 
portance but it is not always a means of dif- 
ferentiating between an infectious lesion, a 
benign lesion, and a malignant lesion. Usual- 
ly the malignant lesion has a more distinct 
margin, with the so-called “comma sign.” It 
frequently is of the napkin-ring type, with 
marked narrowing of the lumen of the bowel 
and with complete distortion of the mucosal 
pattern. Seldom does the malignant lesion 
extend over more than 5 cm. of the length 
of the bowel, but occasionally long lesions 
prove to be malignant. Carcinomas of the 
large bowel may be either constricting lesions 
which form  napkin-ring-like deformities 
around the bowel, with marked narrowing 
of the lumen and with distortion or destruc- 
tion of the mucosal pattern, or they may be 
polypoid-like masses which protrude from a 
flat base in the wall of the bowel and extend 
into the lumen of the bowel as a cauliflower- 
like projection. In this type lesion malignant 
degeneration is seen in the base and extend- 
ing into the bowel wall. These lesions cause a 
variation of obstructive symptoms, from none 
at all to almost complete obstruction. The dif- 
ferentiation between benign and malignant 
lesions and between tumefactions of neoplas- 
tic type and of infectious type is frequently 
difficult. The close similarity between infec- 
tious involvements in the wall of the bowel, 
such as diverticulitis will produce, and those 
infiltrations caused by carcinoma is some- 
times confusing. Usually the segment of bowel 
above and below the tumefaction shows evi- 
dence of change from the normal in the in- 
fectious tumefactions, while with the neoplas- 
tic tumefactions, the areas above and below 
it appear normal except for possibly some 
dilatation. 

The radiologic examination of the large 
bowel is a procedure which requires a great 
deal of persistence and patience on the part 
of the radiologist in order to be thorough 
about it. It is the purpose of this paper to 
emphasize again the importance of adequate 
examination of the colon. There are two 
methods of investigation of the large bowel 
by radiologic means: (1) the use of the 
barium meal in which the large bowel is 
studied at intervals after ingestion of the 
barium, and (2) the use of the barium enema. 
These methods are complementary rather 
than supplementary, and neither of them is 
to be considered adequate to cover every situ- 
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ation. It cannot be too strongly emphasized 
that a large percentage of lesions of the colon 
will be difficult to diagnose, and that some 
lesions cannot be found even by the most 
careful and thorough routine procedure in 
radiologic practice. The examination of the 
large bowel is not a field to be entered by 
the novice or unwary observer. 

The examination of the gastro-intestinal 
tract cannot be considered complete unless 
there is a barium enema examination of the 
colon. This fact is given much less considera- 
tion than it deserves, since many so-called 
examinations of the gastro-intestinal tract 
are made with only a twenty-four hour in- 
terval study of the colon. This procedure 
should be discouraged, for it is frequently 
difficult to determine whether the symptoms 
come from the upper intestinal tract or from 
the colon. The old conception that the clin- 
ical manifestations of colonic lesions had 
classical or pathognomonic symptoms is erro- 
neous. There are many conditions that will 
cause symptoms closely simulating those of 
lesions in the large bowel. The only way to 
know the true condition of the large bowel 
is to investigate this region thoroughly by 
radiologic methods. When the seat of patho- 
logic disturbance is suspected to be in the 
colon, it is preferable to use the barium 
enema as a method of investigation of the 
large bowel before the use of the barium 
meal. 

The radiologic investigation of the colon 
can be efficiently carried out only if the pa- 
tient has had adequate preparation. I feel 
strongly that Weber is correct when he says 
that every patient should have at least 4 
tablespoonsful of castor oil together with 
cleansing enemas, prior to the barium enema 
examination. He has stated that “the investi- 
gation of the large bowel is a scientific exam- 
ination and not a ceremony,” and for this 
reason the patient must endure a certain 
amount of discomfort. After the patient has 
been thoroughly prepared by the use of castor 
oil and cleansing enemas, the examination 
is to be carried out in an efficient manner by 
the radiologist. There must be ample time 
for perfect dark adaptation so that the fluoro- 
scopic image can be studied in minute de- 
tail. I find that the use of multiple spot films 
during the process of the barium enema is 
of inestimable value in the study of the large 
bowel. The procedure is to start the barium 
enema while the patient is in the supine 
position, and to fill the rectum. The patient 
is then turned to a left oblique position and 
a spot film is made of the recto-sigmoid and 
sigmoid region of the bowel as it fills. The 
barium is then allowed to continue its course 
up the descending colon and the patient is 
rotated into a right oblique position so that 
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the splenic flexure can be adequately studied. 
A spot film is often made in this region; fre- 
quently this is of value in demonstrating a 
lesion which would otherwise be difficult to 
identify. The barium is then followed through 
the transverse colon, and as it enters the he- 
patic flexure region, the patient is rotated 
into the left oblique position so that the 
hepatic flexure region can be studied. It is 
sometimes necessary to rotate the patient 
into both the right and left oblique positions, 
to study the hepatic flexure region adequate- 
ly. The barium then fills the ascending colon 
and cecum. I make a spot film as the barium 
passes into the ileocecal region. 


The evacuation film, after the patient has 
expelled the barium, is the most important 
film of the series. The mucosal pattern can 
best be studied at this examination and mi- 
nute variation in it can be determined at 
this time. Following the evacuation of the 
opaque substance, air is injected into the 
rectum during fluoroscopy and the large 
bowel is ballooned out so that the lumen of 
the bowel can be studied. I believe that this 
procedure should almost be a part of the 
routine examination since it will frequently 
demonstrate lesions which are difficult or 
impossible to find by other methods. I believe 
that the little extra time and expense in- 
volved in this procedure justify its use as a 
standard method. Stereoscopic films of the 
air-filled bowel are of value, and should be 
used frequently. Films should be made in 
both supine and prone positions in all ques- 
tionable cases. 


I have found that frequently the patient 
is not able to expel the opaque substance 
after administration of the barium enema. 
The patient is instructed to massage the 
abdomen and to evacuate as completely as 
possible. If the patient still contains a con- 
siderable amount of the opaque substance, 
it is of value to give an ampule of 1:2,000 
prostigmine. The continuation of the study 
of the large bowel is then carried out with 
a better appearance in the mucosal pattern, 
and also the large bowel is better studied 
with the air injection. 

Again I want to emphasize that the value of 
the examination of the large bowel is de- 
pendent upon the thoroughness with which 
the procedure is carried out and upon the 
ability of the radiologist. It is only with 
the utmost patience and persistence that 
complete investigation of the large bowel in 
all cases can be carried out. It must be re- 
membered that a negative report of a barium 
enema examination means only that there 
was not a demonstrable pathologic lesion in 
the large bowel at the time of the examina- 
tion by the procedures followed. It must be 
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remembered that approximately 20 per cent 
of all persons who bleed from the colon, and 
continue to do so, will have no positive radio- 
graphic findings which can be used to estab- 
lish the point of the bleeding. It should be 
remembered that a re-examination of the 
large bowel at frequent intervals is indicated 
if bleeding persists, in an attempt to ascer- 
tain the site of the bleeding. 
SUMMARY 

A thorough examination of the colon by an 
experienced radiologist should result in an 
accurate knowledge of the physiology and 
anatomy of the large bowel in a high per- 
centage of cases. This will enable a more 
accurate planning of therapeutic procedures 
for the patient. This should result in a high 
percentage of cures in cases of malignant 
disease of the large bowel, and give a long 
period of symptomatic relief to most patients. 
It is well to repeat again that the failure to 
find a pathologic change in the large bowel 
does not indicate that one does not exist, and 
if clinical findings point to a large bowel le- 
sion, a reexamination is always indicated. 
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ABSTRACT OF DISCUSSION 


Dr. Robert J. Reeves, Durham, N.C.: The essayist 
has covered the diagnostic procedures employed in 
lesions of the large bowel thoroughly and leaves little 
to discuss. The importance of fluoroscopy as a part 
of adequate roentgen study cannot be overempha- 
sized. For example, a general practitioner may ob- 
serve fluoroscopic procedures in the hands of a com- 
petent radiologist and receive the erroneous impres- 
sion that little skill is required for such work. The 
fallacy of this impression is readily apparent when 
it is realized that even with wide experience the 
radiologist continues to be baffled by a small per- 
centage of cases although he employs all available 
diagnostic means. Another procedure I would like to 
mention, which is of considerable value to the pedia- 
trician, is the examination of the colon in infants 
with acute obstruction. We have had several cases 
where there was intussusception in the ileocecal 
region, and by filling the colon we were able to re- 
lieve the obstruction. This condition must be diag- 
nosed early, however. 


Dr. Maxfield, closing: I agree fully with Dr. 
Reeves’ comments. I would also like to emphasize 
that the proctologist has a better method of examin- 
ing the rectum and lower sigmoid by direct vision 
than we have by radiological methods, provided the 
level of the lesion can be reached by the sigmoid- 
oscopic instrument. A correlation of radiological 
means, clinical history, and proctoscopic studies 
should always be done. It is as important for the 
proctoscopic examination to be done by a specialist 
in this field as it is for the radiological examination 
to be done by a radiologist. 








At least 16,000,000 veterans will come out of World 
War II, according to the latest Veterans Adminis- 
tration estimate. By comparison, World War I pro- 
duced 4,627,000 veterans; the Civil War, 1,849,000 
Union Army veterans; and the Spanish American 
War, 381,000 veterans, a total of 6,857,000 for the 
three wars. 
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EXOPHTHALMOS ASSOCIATED WITH 
ENDOCRINE DYSFUNCTION 


JACK S. GUYTON, M. D. 
BALTIMORE, MARYLAND 


Exophthalmos of this type is most often 
seen in Graves’ disease (primary diffuse 
toxic goiter), but it may occasionally appear 
along with “spontaneous” myxedema or 
rarely even without any thyroid disturbance. 


There is an apparent exophthalmos in 
about 65 per cent of patients with primary 
diffuse toxic goiter,®: 17.19 and in about 4 
per cent the exophthalmic symptoms are out 
of all proportion to the hyperthyroid symp- 
toms," 12, 13.14 Exophthalmos is seldom ap- 
parent in patients with secondary (nodular) 
toxic goiter. It is also seldom very apparent 
in patients with spontaneous myxedema, but 
actual measurements with an exophthalmo- 
meter have given readings above normal 
limits in as high as 62 per cent of such pa- 
tients.° 

An “apparent” exophthalmos must be dis- 
tinguished from a measurable exophthalmos. 
Widened palpebral fissures cause the eyes to 
appear more prominent, and widened pal- 
pebral fissures are very common in hyper- 
thyroidism because of sympathetic over- 
activity and consequent increased tonus of 
Mueller’s lid muscles. The disparity between 
“apparent” and “measurable” exophthalmos 
is shown in Soley’s series of 106 patients with 
primary diffuse toxic goiter, of whom 67 per 
cent had a clinical appearance of exophthal- 
mos but only 33 per cent gave exophthalmo- 
meter readings above normal limits.17 How- 
ever, the normal individual variation of ex- 
ophthalmometer measurements is so great 
that an exophthalmometer is of little value in 
determining whether an actual slight promi- 
nence of the eyes has developed in a patient 


if there are no previously recorded measure- 
ments. 


The pathogenesis of endocrine exophthal- 
mos was confused for many years because of 
an important difference in the orbital anato- 
my of most experimental animals from that 
of man. Most animals have a well developed 
orbital smooth muscle of Mueller, which re- 
sponds to sympathetic or adrenergic stimula- 
tion or overactivity by causing some degree 
of proptosis. In human beings this orbital 
smooth muscle is vestigial or absent, and 
sympathetic stimulation does not cause ex- 
ophthalmos nor does paralysis of cervical 
sympathetics (Horner’s syndrome) cause any 
true enophthalmos. In human beings en- 
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docrine dysfunction can result in exophthal- 
mos only if it causes an actual increase in 
orbital contents. This fact was not fully 
realized until recent years, and there is still 
a widespread but erroneous belief that ex- 
ophthalmos in Graves’ disease will disappear 
if the patient dies. 

Evidence at present available as to patho- 
genesis of endocrine exophthalmos assigns a 
primary role to dysfunction of the anterior 
pituitary, probably overproduction of TSH 
(thyroid stimulating hormone).}: 2: 7 11; 13, 16 
An overproduction of TSH usually results in 
overactivity of the thyroid, the clinical pic- 
ture being that of classical hyperthyroidism 
with or without exophthalmos. In such a case 
an excess of TSH appears in the urine, but in 
inactivated form, presumably because the 
TSH is inactivated during the process of 
thyroid stimulation. In those cases of mild 
hyperthyroidism or even normal or lowered 
basal metabolism but with marked exoph- 
thalmos, excessive amounts of TSH appear in 
the urine in activated form, the thyroid gland 
presumably being incapable of responding 
properly to stimulation. 


TSH is believed to favor water storage in 
tissues, in contrast with the diuretic action 
of thyroxin. Most investigators in this field 
believe endocrine exophthalmos results prim- 
arily from excessive TSH favored water stor- 
age, although why orbital tissues are affected 
out of all proportion to other bodily tissues is 
not adequately explained. Disproportionate 
weakness of the rectus muscles, resulting 
directly from the endocrine dysfunction, is 
believed by some to predispose to increase 
water storage in the orbit. 

Slight endocrine exophthalmos is generally 
of concern to the ophthalmologist only from 
the standpoint of proper diagnosis. In this 
connection it must be realized that the ex- 
ophthalmos can be unequal on the two sides, 
and may at times appear to be strictly uni- 
lateral. All patients who consult an oph- 
thalmologist because of development of 
prominence of one or both eyes are best re- 
ferred for a complete medical examination. 

Damage to visual function may result if 
exophthalmic symptoms become severe. The 
ocular picture in such cases has been var- 
iously termed “malignant exophthalmos,’® 
“exophthalmic ophthalmoplegia,’’® “‘progres- 
sive exophthalmos after thyroidectomy,’’* 
“Graves’ disease with disassociation of hy- 
perthyroidism and ophthalmopathy,”? and 
“progressive exophthalmos.’”” 

From the standpoint of damage to visual 
function, the severity of exophthalmos does 
not always parallel the actual measurable 
prominence of the eyes. Dangerous or “ma- 
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lignant”’ exophthalmos is characterized pre- 
dominantly by increased intraorbital tension 
or resistance of the globe to being pushed 
back into the orbit, by edema of the lids, and 
often by palsies of the extraocular muscles. 
The lid edema differs from dependent edema 
in not pitting on pressure and not varying 
with the elevation of the head. Incomplete 
closure of the lids and impaired nutrition 
may cause corneal ulceration. The increase 
in retrobulbar pressure may be great enough 
to cause papilledema and secondary optic 
atrophy. Loss of vision has been reported 
in scores of cases.* 4 18 Pathologically, there 
is an increase in the weight of all orbital 
structures (muscles, fat, lacrimal gland, and 
so forth), due to increased water storage, 
with progressive hypertrophy and degenera- 
tion of the extraocular muscles, scattered 
lymphocytic infiltration, and progressive 
fibrosis of the orbital structures. 

The acute or progressive stage of malig- 
nant exophthalmos usually lasts six months 
to two years. Lid and conjunctival edema 
then regresses and, if the eyeball has not 
been lost, there may be slight to moderate 
reduction of the exophthalmos. Fibrosis of 
orbital structures is permanent, with resist- 
ance of the proptosis to manual reduction and 
some limitation of extraocular muscle func- 
tion. 


It is widely believed that control of the 
metabolic phase of hyperthyroidism by sub- 
total thyroidectomy most often causes a re- 
gression of any preexisting exophthalmos. 
However, in recent years this tenet has not 
only been questioned but conclusively dis- 
proven by objective measurements.™: 1* This 
is in keeping with the present concept of 
pathogenesis, because it is known that an 
abundance of thyroid hormone inhibits the 
production of TSH by the pituitary, and vice 
versa. The usually improved appearance of 
the eyes following subtotal thyroidectomy 
results from relaxation of Mueller’s lid mus- 
cles and a narrowing of the palpebral fissures 
rather than an actual regression of the ex- 
ophthalmos. Thus Soley!? studied 78 patients 
with primary diffuse toxic goiter for a mini- 
mum follow-up period of five years after 
treatment of the thyroid. Exophthalmo- 
meter readings were recorded before treat- 
ment and at intervals thereafter. Treatment 
consisted of subtotal thyroidectomy in 59, 
roentgen therapy in 16, and both in 3. Dur- 
ing the follow-up period there was a signifi- 
cant increase in exophthalmos (at least 1.5 
mm.) in 49 per cent of the patients, no sig- 
nificant change in 43 per cent, and a signifi- 
cant decrease in only 8 per cent. A signifi- 
cant increase was more common in the group 
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treated surgically than in the group treated 
with radiation of the thyroid, but the series 
was too small for adequate statistical com- 
parison of these two groups. 

Subtotal thyroidectomy most frequently 
aggravates exophthalmic symptoms in those 
patients with increased intraorbital tension 
and lid edema prior to operation, regardless 
of the actual measurable prominence of the 
eyes and regardless of the mildness or sever- 
ity of the hyperthyroid symptoms. Prophy- 

tic treatment of malignant exophthalmos 

s consists in the recognition of these dan- 


mostly of doubtful efficacy. Administration 
of thyroid hormone often seems to be of bene- 
fit aftbr some weeks or months, and judicious 
irradiation of the pituitary may be followed 
by some regression of exophthalmos after 
two of three months. However, during the 
acute/progressive stage of the exophthalmos 
visua] function is often in imminent danger 

eatment must be directed at protection 
of the visual apparatus itself. 


Irradiation of the orbit, resection of chem- 
otic conjunctiva or of orbital fat, and cervical 
sympathectomy have all been tried, but are 
usually ineffective. Tarsorrhaphy is of con- 
siderable benefit if exposure keratitis de- 
velops and if the tarsorrhaphy can be per- 
formed without too great pressure on the 
globe. The most useful form of tarsorrhaphy 
is an Elschnig semipermanent closure of the 
lateral third of the palpebral fissure. After 
proper dissection the lateral third of the 
lower tarsus is sutured beneath the lateral 
third of the skin of the upper lid. With this 
procedure firm union practically always 
occurs, a result rarely obtained in the pres- 
ence of exophthalmos by simple denuding and 
suturing of the lid margins. Temporary lid 
sutures may be used to cover the cornea com- 
pletely, or the use of ointment and bandage 
or of a Buller shield may give additional pro- 
tection to the cornea. Recession of the levator 
is at times beneficial. 

However, corneal ulceration may progress 
in spite of tarsorrhaphy and other protective 
measures, and tarsorrhaphy itself is of no 
benefit for pressure atrophy of the optic 
nerve or for extraocular palsies. Confronted 
with this not uncommon picture, with immi- 
nent danger to visual function, more radical 
surgical intervention becomes imperative. 
Some form of orbital decompression is then 
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indicated. The orbit may be decompressed 
into the anterior cranial fossa, into the 
frontal and ethmoidal sinuses, or into the 
subzygomatic fossa.?: + ® 


Intracranial decompression has been re- 
ported in 78 cases, most of these bilateral. 
Operation was performed because of actual 
or imminent loss of vision in 59 of these pa- 
tients, because of diplopia in 18, and for cos- 
metic purposes in 1. In the 59 cases where 
operation was performed for actual preserva- 
tion of vision, success was attained in all but 
5 of the 55 patients who lived. In the 18 cases 
where diplopia was the presenting symptom, 
relief of diplopia was attained in 13. Most 
of these patients have shown considerable 
improvement in cosmetic appearance. How- 
ever, there were 4 operative deaths among the 
78 reported cases, and some other patients 
have experienced an annoying pulsation of 
the globe for varying periods following intra- 
crania] decompression. 

Eight cases of decompression into nasal 
sinuses have been reported. In these few 
cases visual function has been preserved to 
about the same degree as in those patients 
undergoing the intracranial operation. The 
sinus operation has the advantages of being 
simpler, less dangerous to life, and of caus- 
ing no pulsation of the globes; its disad- 
vantages consist of its dependence on a 
moderately large frontal sinus for effective- 


ness, the possibility of orbital infection, and 

the likelihood of cosmetic disfigurement. 
Reports are available of 14 cases of de- 

compression into the subzygomatic or tem- 


poral fossa. This type of decompression 
is equally as efficacious as the intracranial 
type and is the least dangerous of the various 
decompressions, being performed extra- 
cranially, in an aseptic field, and not en- 
dangering any important structures. I have 
described a technique utilizing a hair line 
incisicn which leaves no visible scar or other 
cosmetic defect. Because of its benign na- 
ture, this operation can be recommended for 
patients desiring cosmetic improvement of 
exophthalmic disfigurement as well as for 
those with threatened impairment of visual 
function. 
SUM MARY 


Endocrine exophthalmos is most often 
seen in Graves’ disease but occasionally ac- 
companies “spontaneous” myxedema. It 
rarely appears without thyroid disturbance. 
The primary cause is apparently a dysfunc- 
tion of the anterior pituitary, probably over- 
production of TSH (thyroid stimulating 
hormone), which may cause excessive water 
storage in the orbits. The exophthalmos may 
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not be equal on the two sides, and may even 
appear to be unilateral. 


Contrary to general belief, treatment of 
Graves’ disease by subtotal thyroidectomy 
more often increases than decreases the ex- 
ophthalmos. Most cases of “malignant’’ ex- 
ophthalmos develop after surgical or medical 
(thiouracil) subtotal thyroidectomy. 


Severe or “malignant” exophthalmos may 
result in diplopia, .corneal ulceration, or 
papilledema with secondary optic atrophy. If 
visual function is endangered in spite of con- 
servative treatment of the exophthalmos, 
orbital decompression is indicated. Decom- 
pression into the temporal fossa is effica- 
cious, and it is a procedure so benign that 
it can be recommended even for cosmetic im- 
provement of exophthalmic disfigurement. 
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RADIO PROGRAM TIME CHANGED 
“Stephen Graham, Family Doctor,” weekly radio 
dramatization of the American Medical Association 
and the Mutual Broadcasting System, is now being 
broadcast at 12 noon central standard time each 
Sunday afternoon. Formerly presented on Monday 


evenings, the series has just been extended to No- 
vember 17. 
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AURAL MANIFESTATION OF SCURVY 


JOHN L, BURGESS, M.D. 
WACO, TEXAS 


The purpose of this paper is to call atten- 
tion to the relationship of scurvy to grippe or 
influenzal otitis, and to myringitis bullosa 
hemorrhagica. For the last forty years 
the standard textbooks have included this 
form of otitis and myringitis as a definite 
diagnostic entity. There is some minor con- 
fusion of description, but it is obvious that 
all of the authors are describing the same 
condition. 

One of the best descriptions is that of 
Logan Turner, who stated, “The patient com- 
plains of severe earache, and on inspection 
blood blisters of a reddish-brown or purple 
color can usually be seen on the walls of 
the meatus, close to the annulus and on the 
drumhead itself (myringitis bullosa). The 
bullae are prone to spontaneous rupture, 
with blood-stained discharge from the ear. 


The infective organism is haemolytic strep- 
tococcus.” 


In 1938, Simon L. Ruskin pointed out the 
relationship of this condition to latent scur- 
vy. He noted that the “hemorrhagic vesicles 
appear on the skin of the inner third of the 
external auditory canal wall, spreading over 
the drum membrane and forming sharply 
demarcated purplish blebs. At times similar 
dark colored blebs are seen in the tympanic 
cavity shining through the drum membrane. 
The vesicles seem to come in crops, and while 
the larger vesicles rupture with a discharge 
of blood and serum, new vesicles appear to 
form. In the early stage there are few or no 
constitutional signs. There may be but slight 
or no elevation of temperature, yet the pain 
and discomfort is severe. It is little wonder 
that the first impulse of the otologist has 
been to incise the ear.” Whether the ear is 
opened or not, the usual course is that of 
acute suppurative otitis media. 

Ruskin was struck by the similarity in 
the descriptions of the hemorrhagic lesions 
found in infantile scurvy and of the lesions 
found in the ear following influenza. He 
pointed out the fact that one of the most 
delicate areas of skin in the body is the thin 
epithelial covering of the inner third of the 
external auditory canal and of the drum. He 
reasoned that the otological picture could be 
the first manifestation of scurvy, and that 
the later stages, in which infection becomes 
prominent, could be due to secondary invad- 
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ers, since the serum and blood of the vesicles 
would be an ideal culture medium. He re- 
ported 10 cases of this condition that he had 
treated with calcium cevitamate. He stated 
that “The results were too striking to permit 
question as to the therapeutic effect of the 
parenteral administration of the calcium salt 
of Vitamin C.” 

In 1938, after correspondence with Dr. 
Ruskin, I procured some of the calcium ce- 
vitamate. This preparation was used in a few 
cases with excellent results, but as the drug 
was unstable it was abandoned in favor of 
ascorbic acid, supplemented by separate 
doses of calcium. The results were equally 
good. 

Since the appearance of Ruskin’s article 
I have collected 22 cases. that from a clinical 
standpoint seemed to corroborate his find- 
ings. Most of the cases were seen during the 
depression years of the thirties. A typical 
case is that of a 6-year-old Mexican boy, seen 
in the Child Welfare Clinic in Waco in 1938. 
He complained of pain in both ears. The 
temperature was slightly elevated, and ex- 
cept for mild undernourishment, the general 
physical examination was normal. Examina- 
tion of the .ears showed both drums to be 
almost covered with various sized hemor- 
rhagic blebs. There was an accompanying 
acute rhinitis. The child was placed on large 
doses of vitamin C and calcium gluconate, 
and a special ration of milk and fresh food 
was prescribed. The patient was seen two 
days later, and reported that the pain had 
subsided. The drums were healing, with thin 
scaly patches where the hemorrhagic blebs 
had been located on the first examination. In 
the past, I had been either opening the drums 
in similar cases, or had attempted to open 
the blebs without entering the middle ear. 
Most of the cases went on to acute purulent 
otitis media, with a rather prolonged dis- 
charge. The contrast in the morbidity re- 
sulting from the different method was grati- 
fying. 

During World War II, while on duty with 
the Pacific fleet, I saw 4 such cases, in which 
there was no sign of any accompanying in- 
fection. I was attached to the carrier Essex, 
operating as a unit of Task Forces 38 and 58. 
It was not unusual for us to be at sea for 
fifty or sixty days at a stretch. It is obvious 
that during the latter part of such a cruise, 
fresh foods would have been exhausted. Our 
battle rations included canned orange or 
vegetable juice, but many of the men did 
not drink the juice because of loss of appe- 
tite brought on by the strain both of battle 
action and of the terrific heat that had to 
be endured when the ship was in battle 
condition. 
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During this period, I saw a member of 
the ship’s company who was complaining of 
intense pain in one ear. The temperature 
was normal and results of a physical exam- 
ination were negative. Examination of the 
affected ear showed the classical picture of 
hemorrhagic blebs on the ear drum. There 
were no other signs of scurvy present. This 
man was placed on large doses of vitamin C 
by mouth, with canned milk and some cal- 
cium samples. The pain in the ear subsided 
in eight hours, and the drum returned to 
normal in a few days. All of the cases that 
were seen while aboard this ship were en- 
countered near the end of a long cruise. I 
believed that they were cases of scurvy, and 
they certainly responded to the therapeutic 
test for that disease. In my opinion, these 
cases were most significant in that the iden- 
tical picture of myringitis bullosa was pre- 
sented, but with no question of any preced- 
ing or accompanying infection. 

During the influenza epidemic of the past 
winter, 3 more cases were seen. A typical 
case of this type was that of a young man 
who was just recovering from an attack of 
the influenza. He was very weak, complain- 
ing of intense pain in the right ear, but was 
afebrile. The right drum was covered with 
large hemorrhagic blebs. He was placed on 
large doses of ascorbic acid and calcium, with 
no other treatment. The pain had subsided 
by the following day, and the blebs disap- 
peared within four days. 


It has been recognized for some time that 
the concentration of vitamin C in the body 
is lowered in the presence of acute infections. 
It is conceivable that in patients who were 
already moderately deficient in vitamin C, an 
acute infection would lower the vitamin C 
concentration to a point where clinical mani- 
festations of scurvy would appear. Such 
manifestations should disappear after ade- 
quate doses of ascorbic acid. Ruskin was 
giving the equivalent of 450 mg. of ascorbic 
acid to his patients. He was giving the cal- 
cium salt on the theory that the absorption 
of vitamin C is dependent upon an adequate 
calcium intake. In my cases I have been 
giving 500 mg. of ascorbic acid a day, with 
60 grains of calcium gluconate. Obviously, if 
secondary infection has begun, routine treat- 
ment is indicated. 

SUMMARY 


1. The so-called otitis of influenza and 
myringitis bullosa hemorrhagica are otologi- 
cal manifestations of scurvy. 


2. Systemic treatment for vitamin C de- 
ficiency should be instituted. 


REFERENCES 


1. Ruskin, S. L.: Contribution to Study of Grippe Otitis, 
Myringitis Bullosa Hemorrhagica, and Its Relationship to Latent 
Scurvy, Laryngoscope 48:327-334 (May) 1938. 


AURAL MANIFESTATION OF SCURVY—BURGESS 


August, 


2. Turner, A. L.: Diseases of the Nose, Throat and Ear, ed. 
4, Baltimore, William Wood & Co., 1936, p. 323. 


900 Austin Avenue. 


ABSTRACT OF DISCUSSION 


Dr. Bert DeBord, Temple: I think Dr. Burgess is 
to be thanked for his interesting and informative 
paper. Too often in the past the etiology of a condi- 
tion has been accepted without sufficient clinical and 
laboratory confirmation. This is especially unfor- 
tunate when the function of an important organ such 
as the ear is at stake. Senturia and Sulkin, after a 
very comprehensive study, concluded that no rela- 
tionship exists between myringitis bullosa hemorr- 
hagica and the known types of epidemic influenza, 
and that the term influenzal bleb is misleading. Ull- 
man considers myringitis bullosa as a specific disease 
of the drum caused by a filtrable virus. Whatever the 
etiology, I think it is of prime importance to de- 
termine as quickly as possible, whether the bleb is 
essentially a localized process in the drum or whether 
it is a part of an otitis media. The appearance of the 
remainder of the drum, and the hearing acuity, are 
valuable in making this decision. 

Occasionally a case is seen in which the pain is ex- 
cruciating and almost intolerable and urgent relief is 
required. This is quickly obtained by incision of the 
outer epidermal layer of the bleb. In small children, 
incision is best made under general anesthesia. In 
the majority of cases, where the pain is only moder- 
ate to moderately severe, I believe the treatment of 
choice is palliative, dnd in this group of cases vitamin 
C might well be used in addition to local medication 
and heat. 

In view of the gratifying results which Dr. Bur- 
gess has had with the administration of ascorbic 
acid, I am sure that in the future I will include this 
additional treatment in those cases which are not 
deemed absolute emergencies, and should my results 
approach his, I will be tempted to encroach on that 
group of cases which heretofore I have considered 
surgical. 


Dr. August J. Streit, Amarillo: Clinically scurvy 
produces hemorrhages in the skin, mucous membrane, 
muscles, lungs, and under the periosteum. In both 
infantile scurvy and scurvy of adults, secondary ane- 
mia develops, and the marrow shows disappearance 
of fat, and cellular hypertrophy. Hess also has 
pointed out the susceptibility of these patients to 
infection. Furunculosis, nasal diphtheria, and influ- 
enza are some of the striking symptoms. Findlay 
showed that guinea pigs which suffered chronic 
scurvy and presented but few clinical symptoms 
manifested a decreased resistance to infection. The 
hemorrhages are due to lack of collagenous material 
in the fibrous tissue and in bone, and a diminished 
cohesion of the endothelial cells, which in turn is 
the cause for the ease with which moderate stresses 
occasion bleeding in the skin and muscles.* 

For years it has been taught that influenza otitis 
often takes the form of myringitis bullosa hemor- 
rhagica. The interesting observation is now made 
that such patients are deficient in vitamin C content, 
and that a relief of their symptoms is promptly 
brought about by the administration of vitamin C 
and calcium. The clinical picture fits very nicely with 
the pathologic findings in scurvy. It would be inter- 
esting when we see future cases of myringitis bullosa 
hemorrhagica to determine the amount of vitamin C 
in the blood, and also to make careful search for 
other vitamin C deficiency signs and symptoms. |! 
have not seen or recognized a case of myringitis 
bullosa hemorrhagica in the last two years. One of 
my colleagues has seen 2 cases during the past two 
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years. I do know that paracentesis does not bring 
relief. I have seen a few patients develop purulent 
otitis media and mastoiditis. I have also observed 
that these patients were usually seriously sick, and 
that recovery was exceedingly slow. 


NASAL ALLERGY ASSOCIATED WITH 
SINUS DISEASE 


L. E. DARROUGH, M. D. 
DALLAS, TEXAS 


The term allergy literally means “altered 
reactivity” and is presumed to be an immune 
reaction resulting from a previous exposure 
to a particular substance or allergen. Why 
one person develops this reaction to an in- 
gested food or an inhalant, while most people 
do not, is still not adequately explained. 

The skin and mucous membranes are the 
most frequent sites of these reactions since 
they are more exposed to external influences. 
The nasal mucosa is one of the most common 
sites of such involvement. Nasal allergy is 
one of the most frequent conditions with 
which the rhinologist is confronted. As a con- 
servative estimate chronic nasal disturbances 
have an allergic background in 75 per cent of 
rhinologic cases. Many chronic sinus cases 
are a combination of infection and allergy, 
and when this combination exists, both condi- 
tions require treatment if satisfactory results 
are to be obtained. If the rhinologist makes 
his own allergic studies, both conditions are 
more likely to be considered and treated than 
if the patient has to consult two physicians; 
as the patient will seldom consult two per- 
sons, one condition is likely to be disregarded. 

Rhinologists are aware that many acute 
sinus infections are quickly and completely 
cured spontaneously, or with ordinary treat- 
ment, following which the nose returns to nor- 
mal. In many other cases, where the degree 
of infection seems comparable or less severe, 
even prolonged treatment or extensive sur- 
gery fails to effect the desired results, though 
the condition may temporarily improve. In 
these cases an underlying allergy should be 
suspected. 

All rhinologists are familiar with the 
typical hay fever patient who is sneezing and 
has a pale, swollen nasal mucous membrane 
with a profuse mucous discharge from the 
nose. Not so readily recognized as allergic 
is a nose in which there is muco-pus, moder- 
ate blocking, and with a membrane slightly 
pale or even reddened. Those cases in which 
there is an undue prolongation of the nasal 
symptoms and a tendency to frequent acute 
infections, should warn of the possibility of 
an undetected allergy. A history of other 
allergic manifestations such as seasonal hay 


Read before the Section on Eye, Ear, Nose, and Throat, State 
eo Association of Texas, Annual Session, Galveston, May 
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fever, asthma, or urticaria may be important, 
but many of these cases will have no symp- 
toms other than nasal. 

The question of increased susceptibility to 
infection has been investigated experimen- 
tally by Frank, Blahl, and Howell, whose re- 
sults indicate no increased or decreased sus- 
ceptibility to infection in sensitized animals. 
However, the nose which is blocked by swell- 
ing or polypoid changes certainly would ap- 
pear to be a likely place for infection to de- 
velop and is definitely a spot in which infec- 
tion is likely to persist. 

If allergy is considered or suspected, sev- 
eral factors will aid in the diagnosis. The 
appearance of the nasal mucosa, the presence 
of polypoid changes, the character of the 
secretion, and the cellular content of the 
secretion, are all important. The mucosa 
probably, though not always, will be more 
pale than that of an uncomplicated infection. 
A careful examination of the nose, including 
posterior rhinoscopy, is necessary, as often 
the structures at the back of the nose may 
show a pale, edematous membrane which is 
not so evident anteriorly. The presence of 
polypi or polypoid changes are, in my opinion, 
positive proof of allergy. The presence of 
large numbers of eosinophiles in the secre- 
tion is of importance, but the more experience 
a rhinologist has in observation of such con- 
ditions, the less he will depend upon the nasal 
smear. The allergic membrane is less sus- 
ceptible to the action of vasoconstrictors and 
shrinks less readily than a membrane with in- 
fection only. The child who is constantly 
rubbing his nose is probably allergic and it is 
in children that an infection is often super- 
imposed on an allergy. Children who have 
“frequent colds” or “constant colds” prob- 
ably are allergic, and a persistent or fre- 
quently recurring nasal discharge, though 
mucopurulent, should cause a suspicion of an 
allergic factor. Roentgen examination is not 
of great value in differentiating the two con- 
ditions since a thickened sinus mucosa may 
indicate infection, allergy, or both. 

The degree of reversibility of an allergic 
reaction usually depends upon its duration. 
The seasonal hay fever victim who has no 
other allergic manifestations may have a very 
severe reaction, but if the season continues 
for only weeks, the nose will return to normal 
afterward. This is also true of the patient 
whose allergy from other causes has not been 
of too long duration or severity; however, it 
is exceptional for the nose with marked poly- 
— changes ever to return entirely to nor- 
mal. 

Once it has been decided that the patient 
probably has a nasal allergy in addition to in- 
fection, it becomes necessary to locate the one 
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or more substances causing the reaction. His- 
tory is in many cases extremely important. 
The influence of seasonal variations in symp- 
toms, changes in environment, such as a trip 
or a change in residence, or variations at dif- 
ferent times of a day may indicate the offend- 
ing substance. Definite seasonal symptoms 
suggest a pollen sensitivity. Symptoms be- 
ginning with the advent of cold weather are 
suspicious of an inhalant such as house dust 
or wool. Relatively constant symptoms sug- 
gest food or a constant inhalant. Skin tests 
are a help but cannot always be expected to 
give the answer. Most observers agree that 
skin tests are fairly reliable for inhalants 
and particularly pollens, but are much less 
so for foods. A large number of tests is not 
always necessary, and testing patients for 
substances with which they do not come in 
contact seems useless. Scratch tests are gen- 
erally not of great value except in pollen 
sensitivity; intracutaneous tests are cer- 
tainly more reliable, though not infallible. 
Probably not more than fifty such tests will 
be necessary in most cases. An elimination 
diet will often be necessary where a food 
factor is involved, and most often one or more 
foods which the patient eats regularly or 
frequently will be the offender. 

The therapeutic test is, after all, the im- 
portant one. If elimination of a certain food 


improves the condition and the return of 
symptoms occurs when the food is again 


eaten, the proof would seem conclusive and 
the food should be avoided. 


TREATMENT 


Infection, where present, should be treated 
by the usual measures, including, if neces- 
sary, radical surgery. However, failure to 
take into account the importance of an un- 
derlying allergy is the reason for most dra- 
matic failures in sinus surgery, and surgery 
alone has never restored an allergic nose to a 
normal condition. If the allergy can be con- 
trolled, extensive surgery is less likely to be 
required. The removal of an adenoid will not 
relieve nasal obstruction in a child where ob- 
struction is due to an allergic nasal mucous 
membrane. Polypi which are causing serious 
obstruction should be removed, but they will 
recur unless the allergy is controlled. 


When indicated, a submucous resection or 
a sinus operation is just as necessary in an 
allergic nose as in any other, but the allergic 
condition must also be treated to obtain satis- 
factory results. Pollen extract, dust extract, 
or elimination of offending foods or inhalants, 
may one or all be necessary, as many patients 
have multiple sensitivities. The use of dust 
extract in weak dilutions, as recommended 
by Hansel and also by Shambaugh, produces 
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more satisfactory results than those obtained 
by using concentrated solutions. It now ap- 
pears that the only answer to food sensitivity 
is elimination of the offending food from the 
diet for a long period of time. Such cases are 
many times improved by the elimination of 
nose drops, which are generally badly over- 
used. Climatic changes are usually beneficial 
only if the person changes certain contacts, 
although excessive humidity has seemed to 
me to exaggerate the symptoms, and sudden 
temperature changes may precipitate an at- 
tack in a person whose allergy is barely con- 
trolled. Cold or drafty sleeping rooms are 
not advisable for the allergic patient. 

Certain drugs are at times helpful; ephe- 
drine, internally, can be of help in acute at- 
tacks. Some of the newer drugs, such as 
benadryl, give promise of being helpful, but 
this medication is not effective in all cases 
and I have not found it to be a cure-all for 
allergic reactions. 


SUM MARY 


Chronic or recurrent sinus infections are 
frequently associated with nasal allergy. The 
infection is secondary to the allergy. Both 
the infection and the underlying allergy re- 
quire treatment when the two conditions 
coexist. 


Box 28. 
ABSTRACT OF DISCUSSION 


Dr. J. M. Robison, Houston: Dr Darrough has 
brought to our attention in an explicit manner some 
of the important clinical points in allergic sinus dis- 
ease. His estimate that 75 per cent of chronic nasal 
disturbances have an allergic background may seem 
high, but there are numerous authors who place this 
percentage at between 60 and 82 per cent. 

The fundamental pathologic condition of chronic 
allergic disease of the nose and paranasal sinuses is 
characterized by accumulation of an excessive amount 
of extravascular fluid in the interstitial spaces of the 
nasal and sinus mucosa. This fluid becomes stag- 
nant and is very susceptible to recurrent infection. 
This has been proved by Drinker in experimentally 
produced elephantiasis in the leg of the dog. Pa- 
tients with chronic edema of the nasal and sinus 
mucosa usually complain of “catching cold” fre- 
quently because of the tendency of the stagnant 
tissue fluid to become infected. Tissue fluid stagna- 
tion may be lessened or prevented by proper treat- 
ment of allergic and infected sinuses during the early 
stages of the disease. The best treatment is irriga- 
tion via the natural ostium or puncture of the maxil- 
lary sinus whenever it retains secretion. If the 
edema of the sinus mucosa does not subside after 
reasonable irrigation, intranasal antrotomy should 
be done. If the mucosa of the maxillary sinuses con- 
tinues to be edematous, local pressure by means of 
balloons ‘filled with iodized oil should be applied to 
the mucosa of the maxillary sinuses. 

The diagnosis of tissue fluid stagnation in the 
mucosa of the maxillary sinus is not always easy. lt 
is made best by roentgen examination of the sinuses 
after instillation of iodized oil and by direct visu- 
alization of the mucosa of the maxillary sinus 
through the nasopharyngoscope. Observation of 
roentgenograms of the maxillary sinus filled with 
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iodized oil may be very misleading in allergic sinus- 
itis unless the physician takes into consideration the 
fact that the normal maxillary sinus mucosa is 
usually less than 1 mm. thick (.02 mm. Piersol). This 
mucosa can double its volume—in fact, it is possible 
for the mucosa to become uniformly edematous and 
be several times thicker than normal—without the 
increase in thickness being discernible by roentgen- 
ray. 

Dr. Darrough’s remarks about treatment are par- 
ticularly good. His advice to eliminate “nose drops” 
during allergic rhinitis and sinusitis is very timely. 
Many patients indulge in self-administered intra- 
nasal medication until they so completely paralyze 
the turbinates that they will not contract. Such pa- 
tients then mistakenly consider their aggravated con- 
dition to be a continuation of their original allergic 
reaction, which, if left alone, might have remained 
very mild. Many of these patients, particularly those 
suffering from complete, constant nasal stenosis, 
will recover promptly only if their maxillary sinuses 
are irrigated. This irrigation may be done through 
the natural ostium if the sinusitis is mild. If severe, 
and tissue fluid has become trapped in the sinus 
mucosa, irrigation by puncture through the inferior 
meatus, and fistulization of the mucosa, give de- 
cidedly better results. 


MISCELLANEOUS 
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Dr. L. C. Heare, Port Arthur: Dr. Darrough has 
with emphasis called our attention to the fact that 
nasal allergy frequently complicates or is associated 
with nasal infections and sinus disease. This fact 
tends to make us more conservative in recommend- 
ing operative procedures. Certainly the possibility 
that allergy may be present should be considered and 
its presence or absence determined before a plan of 
treatment is chosen. Presence or absence of allergy 
in a given patient may be difficult to determine with- 
out a careful history, adequate physical examination, 


and possibly repeated cystologic studies of nasal 
secretions. 


Dr. Louis Daily, Houston: Dr. Darrough has pre- 
sented problems that are common in daily practice. 
A few years ago I presented before the South Texas 
Clinical Medical Society, a patient upon whom I had 
done a radical maxillary sinus operation. The micro- 
scopic section of the removed tissue showed acute 
and chronic inflammation and areas of esonophilic 
infiltration—allergy. The late Dr. L. W. Dean was 
section guest, and he emphasized that the rhinologist 
should not hesitate to resort to surgery when there 
are indications for it, notwithstanding the presence 
of allergy. I agree with Dr. Robison that irrigating 
and removing muco-pus, or even mucus, is a good 


procedure for an allergic as well as for inflammatory 
sinusitis. 


MEDICAL OFFICERS RETURNING TO TEXAS* 


NAME 


Serv.7 Location Release Date 


Bell County 
23. Cochran, Leroy M.._.. A 
24, Cox, Charles H., Jr. 
25. Kilman, Joseph R. 


Temple' 
Temple 
Temple 
Bexar County 

San Antonio 
San Antonio 
San Antonio 
San Antonio 


>> 


. Bell, Frederic W. 
. McCurdy, Marion W. 
. ee, Pee ., Oe... 
. Oxford, Marvin B._... 
. Rice, Maurice M. San Antonio 
. Williams, Phillip T., Jr. San Antonio 
Brown-Comanche-Mills-San Saba Counties 
3. Stephens, Bangs 
Cameron-Willacy Counties 
26. Bennack, George E._.......A Raymondville 
27. Kinder, Thurman A... A Brownsville 
Collin County 
._ ia 6. BW... A McKinney? 
Cooke County 
Morris E............A Gainesville 
Dallas County 
263. Cleveland, Edwin M._.. Dallas 
264. Deatherage, William R. Dallas 
265. Johnson, James H., Jr... Dallas 
266. Muirhead, Samuel J. Dallas 
267. Pokorny, Alex D. Dallas 
268. Rimmer, Raymond +. Dallas 
269. Roberts, Joe H... Irving 
270. Wagner, Wilson O._ Dallas _...... _July, 1947 
Ector-Midland-Martin- Howard-Andrews-Glasscock “Counties 


18. Walker, H. Glenn.......A Midland*_..........Dee., 1945 


> > b> > zz. 


. Magers, 


*EpiTor’s NOTE: This list is the eighteenth of a series 
naming physicians who have been in the Armed Forces during 
the war recently passed and who have now returned to Texas to 
resume civilian practice. The information in this list has been 
assembled from a variety of sources. While an attempt has 
been made to secure as complete and as accurate data as pos- 
sible, we are aware that omissions and errors have been made. 
For the permanent records in the central office of the State 
Medical Association, we invite and urge correction of and ad- 
dition to the material here submitted. Note that physicians 
from each county area are numbered consecutively following 
those listed in the May JOURNAL; the last number in each sec- 
tion therefore indicates the total physicians returned to that 
county area. The complete total for Texas named to date 
(July 25), including the accompanying list, is 2,146. 

;A=Army; N=Navy; U=U. S. Public Health Service. 

‘Formerly of Dallas. 

“Formerly of Houston. 


NAME Serv.+ Location 


El Paso County 

74. Brown, Jack Ross_....._A El Paso? 
Gregg County 

. McKinnon, John B., Jr._.A Longview 
Harris County 


Houston__. 
Houston 


Release Date 


Belleggie, Philip A. 
Coxe, Lemuel F. 
. Lowe, Thomas E. __.___. Houston 
. Melton, Walter T Houston 


Kerr-Kendall-Gillespie-Bandera Counties 
. Livingston, Charles S......A Legion® 
Limestone County 
. Woodward, Joe W. Groesbeck* 
McLennan County 


. Black, Walter A... A Waco 
. Quay, John E. Waco 


San Patricic-Aransas-Refugio Counties 
. Koontz, Arch C._...A Woodsboro 
Stephens-Shackelford-Throckmorton Counties 
. Parks, Walter S., Jr._...A Breckenridge 
Tarrant County 

Fort Worth 
Fort Worth 

Taylor-Jones Counties 
. Crow, Jack A..............A Abilene Aug., 1945 

Tom Green-Coke-Crockett-Concho-Irion-Sterling-Sutton- 

Schleicher Counties 

) Harris; John Bo .._A Bronte’ - 


Washington County 
BR, - Diicccnctin nih Brenham 
Webb-Zapata-Jim Hogg Counties 
Gregorio M.A Hebbronville 
Wichita County 


31. Adams, Billie Wichita Falls 
Ss. Mat, doa BE Wichita Falls 


Williamson County 
Granger® __. 


Apr., 1946 


. Knapp, William A.. 
. Ponton, Arvel R., Jr._.A 


. Brandt, 


. Canaies, 


10. Watson, A. R... Nov., 1946 


1Formerly of Dallas. 
2Formerly of Abilene. 
8Formerly of San Antonio. 
‘Formerly of Waco. 
5Formerly of Ada, Okla. 
®Formerly of Ancon, C. Z. 
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COMING MEETINGS AND CLINICS 


State Medical Association of Texas, Houston, April 26-29, 1948. 
Dr. B. E. Pickett, Sr., Carrizo Springs, President ; Dr. Holman 
Taylor, 1404 W. El Paso St., Fort Worth 3, Secretary. 


American Medical Association, House of Delegates, Cleveland, 
January 5-6, 1948; Special Scientific Session, Cleveland, Jan- 
uary 7-8, 1948; Regular General Session, Chicago, June 21-25, 
1948. Dr. Edward L. Bortz, Philadelphia, President; Dr. George 
F. Lull, 585 North Dearborn St., Chicago 10, Secretary. 


Southern Medical Association, Baltimore, November 24-27, 1947. 
Dr. E. L. Henderson, Louisville, Ky., President; C. P. Loranz, 
Empire Building, Birmingham, Ala., Secretary-Manager. 


Southwest Allergy Forum, Oklahoma City, Okla., Spring, 1948. 
Dr. Herbert J. Rinkel, Kansas City, Mo., President; Dr. 


Fannie Lou Leney, 1200 N. Walker, Oklahoma City, Okla., 
Secretary. 


Texas Association of Medical Anesthetists, Houston, April 26-29, 
1948. Dr. Robert A. Miller, San Antonio, President; Dr. Har- 
vey C. Slocum, 928 Strand, Galveston, Secretary. 


Texas Association of Obstetricians and Gynecologists, Fort 
Worth, November 21-22, 1947. Dr. J. E. Kanatser, Wichita 


Falls, President; Dr. Julius McIver, 714 Medical Arts Build- 
ing, Dallas, Secretary. 


Texas Chapter, American College of Chest Physicians, Houston, 
April 26-29, 1948. Dr. H. Frank Carman, Dallas, President; 
Dr. Charles J. Koerth, Kerrville, Secretary. 

Texas Club of Internists. Dr. N. D. Buie, Marlin, President; 
Dr. Victor E. Schulze, San Angelo, Secretary. 


Texas Hospital Association, Dallas, March 4-6, 1948. Mr. Thomas 
H. Head, San Angelo, President; Mrs. Ruth Barnhart, 2210 
Main St., Dallas, Secretary. 

Texas Neuropsychiatric Association, Terrell, Fall, 1947. Dr. A. 
Hauser, Houston, President; Dr. David Wade, 604 Capital Na- 
tional Bank Bldg., Austin, Secretary. 

Texas Orthopedic Society, Houston, April 26-29, 1948. Dr. Walter 


Stuck, San Antonio, President; Dr. Ruth Jackson, %629 
Fairmount St., Dallas, Secretary. 


Texas Pediatric Society, Houston, October 17-18, 1947. Dr. J. R. 
Lemmon, Amarillo, President; Dr. John E. Ashby, 3610 Fair- 
mount, Dallas, Secretary. 

Texas Public Health Association, Houston, February, 1948. Dr. 
S. W. Bohls, San Antonio, President; Mr. Earle W. Sudderth, 


Dallas County Health Department, Court House, Dallas, Sec- 
retary. 


Texas Radiological Society, Temple, January 17, 1948. Dr. C. A. 


Stevenson, Temple, President; Dr. R 
Ave., Fort Worth, Secretary. 


Texas Railway and Traumatic Surgical Association, Houston, 
April 26-29, 1948. Dr. Linwood H. Denman, Lufkin, President ; 


Dr. Ross Trigg, First National Bank Bldg., Fort Worth, 
Secretary. 


Texas Society for Mental Hygiene, El Paso, March 11-13, 1948. 
Dr. Ozro T. Woods, Dallas, President; Mrs. Elizabeth F. Gard- 
ner, 1617 Watchhill Road, Austin 21, Executive Secretary. 


Texas Society of Gastroenterologists and Proctologists, Houston, 
April 26-29, 1948. Dr. George Underwood, Dallas, President; 
Dr. Carl Giesecke, 1602 Nix Professional Bldg., San Antonio, 
Secretary. - 


Texas Society of Ophthalmology and Otolaryngology, Houston, 
December 5-6, 1947. Dr. W. E. Vandevere, El Paso, President ; 
Dr. E. D. Dumas, 425 Medical Arts Bldg., San Antonio, Sec- 
retary. 

Texas Society of Pathologists, Galveston, January 25, 1948. Dr. 
D. A. Todd, San Antonio, President; Dr. C. T. Ashworth, South- 
western Medical College, Dallas, Secretary. 1 

Texas State Heart Association, Houston, April 26-29, 1948. 
Dr. DeWitt Neighbors, Fort Worth, President; Dr. Merritt B. 
Whitten, 1421 Medical Arts Bldg., Dallas, Secretary. 


Texas State Urological Society, Dallas, February 2, 1948. Dr. Jo 
C. Alexander, Dallas, President; Dr. Hub Isaacks, Medical 
Arts Bldg., Fort Worth, Secretary. 


Texas Surgical Society, Galveston, October 7-8, 1947. Dr. Walter 
Stuck, San Antonio, President; Dr. Truman G. Blocker, Uni- 
versity of Texas Medical Branch, Galveston, Secretary. 

Texas Tuberculosis Association, Dallas, September 15-16, 1947. 
F. K. Dougharty, Liberty, President; Miss Pansy Nichols, 700 
Brazos, Austin, Executive Secretary. 

Second. Big Spring, District Society, Big Spring, October or 
November, 1947. Dr. R. B. G. Cowper, Big Spring, President ; 
Dr. H. A. Briggs, Midland, Secretary. 

Third, Panhandle, District Medical Society. Dr. C. E. High, 
Pampa, President; Dr. Kenneth Flamm, Amarillo, Secretary. 

Fourth District Society, Coleman, October 22, 1947. Dr. Glenn H. 
Ricks, Brady, President; Dr. J. C. Young, Coleman, Secretary. 

Fifth and Sixth Districts Society. Dr. Kleberg, Eckhardt, Cor- 
pus Christi, President; Dr. Charles Tennison, Nix Professional 
Building, San Antonio, Secretary. 

Seventh, Austin, District Society, Spring, 1948. Dr. M. I. Brown, 


Austin, President; Dr. David Wade, 604 Capital National 
Bank Bldg., Austin, Secretary. 


P. O'Bannon, 650 Fifth 
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Eighth, Ninth and Tenth Districts, South Texas, Society. Dr. T. 
- Woolley, Orange, President; Dr. James Greenwood, Jr., 518 
Medical Arts Bldg., Houston 2, Secretary. 


Eleventh District Society, Jacksonville, October, 1947. Dr. L. L 
Travis, Jacksonville, President; Dr. C. B. Young, 929 S. 
Confederate, Tyler, Secretary. 


Twelfth, Central Texas, District Society, Waco, January 13, 1948. 
Dr. W. Howard Wells, Waco, President; Dr. H. F. Connally, 
Jr., Amicable Bldg., Waco., Secretary. 


Thirteenth, Northwest District Society, Mineral Wells, Novem- 
ber, 1947. Dr. Frank Hodges, Abilene, President; Dr. A. D. 
Roberts, Medical Arts Bldg., Fort Worth, Secretary. 

Fourteenth District Society. Dr. H. Frank Carman, 
President; Dr. James Jeter, Ennis, Secretary. 


Fifteenth, Northeast Texas, District Society, Gilmer, September 
25, 1947. Dr. Joe Roberts, Longview, President; Dr. S. W. 


Tenney, Marshall, Secretary. ' % 


Dallas, 


E.M.I.C. PROGRAM ENDS 


The Emergency Maternity and Infant Care Pro- 
gram, begun by the federal government July 1, 1943, 
has almost ceased, the Council on Medical Service of 
the American Medical Association reports. Liquida- 
tion of the program was begun June 30 of this year 
because of lack of appropriation of funds by Con- 
gress. Plans for liquidation provided for care of all 
patients for whom initial care was approved before 
June 30 or who were eligible for care before that 
date, even though application was made later, as 
well as continued care until it is no longer needed, 
for those receiving aid on June 30. At its height 
E.M.I.C. provided care for 40 babies a day. 


TEXAS CHILD HEALTH COUNCIL 


The annual meeting of the Texas Child Health 
Council was held in Houston, June 22, with repre- 
sentatives of twelve institutions and organizations 
concerned with child health in attendance. 

Plans for a Houston Pediatric Conference, Octo- 
ber 13-18, were discussed. The conference is to be 
held im cooperation with the Texas Pediatric Society; 
American Academy of Pediatrics (Texas Section); 
Department of Pediatrics, College of Medicine, Bay- 
lor University; Maternal and Child Health Division, 
Texas State Board of Health; Texas Medical Center; 
School of Dentistry, University of Texas; M. D. 
Anderson Hospital for Cancer Research; The Guid- 
ance Center of the Bureau of Mental Hygiene; and 
the University of Texas Child Health Program. 

Dr. J. H. Park, Jr., Houston, was elected chairman, 
and Dr. J. R. Lemmon, Amarillo, vice-chairman of 
the Houston Pediatric Conference. Dr. Arild E. Han- 


sen, Galveston, was reelected chairman of the Texas 
Child Health Council. 


DISCHARGE OF MEDICAL OFFICERS 
LIBERALIZED 


The War Department announced recently a 
streamlining of discharge criteria for all Medical 
Department officers effective July 1. All nonvolun- 
teer doctors, dentists, dietitians, Veterinary and San- 
itary Corps officers will be eligible for separation 
upon completion of two years’ service. Nurses, phy- 
sical therapists, and officers of the Medical Admin- 
istrative Corps except those who have volunteered 
for extended active duty will be eligible for imme- 
diate separation. Critically needed medical officers 
can still be individually retained where it is essential 


for the proper care of patients.—S.G.O. Notes, June, 
1947. 


POSTGRADUATE COURSE IN CHEST DISEASES 


The American College of Chest Physicians is 
sponsoring a postgraduate course in diseases of the 
chest to be held September 15-20 at the Municipal 
Tuberculosis Sanitarium, Chicago. Newer develop- 
ments in all aspects of diagnosis and treatment of 
such diseases will be emphasized. The course will be 
limited to thirty physicians. Tuition will be $50. 
Additional information may be secured from the 
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office of the College, 500 North Dearborn Street, 
Chicago 10. a 


STATE BOARD EXAMINATIONS 


The Texas State Board of Medical Examiners will 
hold an examination session November 12-14 at the 
Gunter Hotel, San Antonio. 


LIBRARY NOTES 


PACKAGE SERVICE 


The package library consists of collections of reprints 
and other periodical material on various subjects, prepared 
for lending to members of the Association. Requests for 
packages should be addressed ‘‘Library, State Medical Asso- 
ciation of Texas, 1404 W. El Paso Street, Fort Worth 3, 
Texas.” Twenty-five cents in stamps should be enclosed 
with the request to cover postage and part of the expense 
of collecting the material. Packages are allowed to remain 
in the hands of the borrower for 14 days. 








PACKAGE SERVICE 

The following additions were made to the Library 
during July: 

Reprints received, 946. 

Journals received, 223. 

Philadelphia, Lea & Febiger—Holmes and Rob- 
bins: Roentgen Interpretation, 7th edition. 

Springfield, Charles C. Thomas, Publisher—Kess- 
ler: Cineplasty; Hull: Diseases Transmitted from 
Animal to Man; Milch: Osteotomy of the Long 
Bones. 

Baltimore, Williams & Wilkins—Jones: Structure 
and Function as Seen in the Foot; Principles of An- 
atomy as Seen in the Hand. 

New York, Interscience Publishers, Inc.—Levine: 
Advances in Pediatrics, volume 2. 

Philadelphia, The Blakiston Company—Edwards: 
Concise Anatomy. 

New York, a Hill Book Company, Inc.— 
Johnson: The Years after Fifty. 


SUMMARY OF SERVICE 
Borrowers by mail, 34. 
Items consulted, 445. Packages by mail, 44. 


Items taken out, 189. Items mailed, 484. 
Total number of articles consulted and mailed, 1,026. 


Local users, 47. 


MOTION PICTURE FILM LIBRARY 


Motion picture films on medical subjects, 16 mm., both 
silent and sound, some in color, and suitable for either 
medical or lay audiences, are available for loan to county 
medical societies, hospital staffs, or individual physicians, 
on request. rrowers will be required to pay only the cost 
of shipment of the films, by express, with insurance, and 
for any damage to films while in the hands of the borrower. 

Requests for films should be addressed to “Motion Picture 
Film Library, State Medical Association of Texas, 1404 
West El Paso Street, Fort Worth 3, Texas.” A list of avail- 
able films, with descriptions, will be furnished on request. 


The following motion picture films were loaned 
by the Film Library of the State Medical Associa- 
tion of Texas during July: 

Anemia, Erythroblastic (Available through the 
courtesy of Mead Johnson & Co., Evansville, Ind.) — 
Rollins-Brook Hospital and Clinic, Lampasas. 

Anesthesia, Regional (Available through the cour- 
tesy of Winthrop Chemical Co., New York)—Scott 
and White Hospital, Temple. 

Animated Hematology (Available through the 
courtesy of Armour Laboratories, Chicago)—Drs. 
Mathews, Galt, and Taylor, Dallas. 

Appendicitis in Childhood (Available through the 
courseay of Mead Johnson & Co., Evansville, Ind.) — 
Scott and White Hospital, Temple. 

As Others See Us (Available through the courtesy 
of American Hospital Association, Chicago)—Rol- 
lins-Brook Hospital and Clinic, Lampasas. 

Breech Extraction (Available through the courtesy 
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of Mead Johnson & Co., Evansville, Ind.)—Rollins- 
Brook Hospital and Clinic, Lampasas. 

Chest Diseases, Surgery in (Available through the 
courtesy of British Information Services, Houston) 
—Lampasas-Burnet-Llano Counties Medical Society, 
Lampasas. 

Conization (Available through the courtesy of 
Dr. Karl J. Karnaky, Houston)—Dr. John W. Lan- 
ius, Dallas. 

Folvite (Available through the courtesy of Lederle 
Laboratories, Inc., New York)—Dr. Rush McMillin, 
Lampasas. 

Gastrectomy, Safer (Available through the cour- 
tesy of Billy Burke Productions, Hollywood, Calif.) 
—Lampasas-Burnet-Llano Counties Medical Society, 
Lampasas. 

Goiter Surgery (Available through the courtesy of 
Mead Johnson & Co., Evansville, Ind.)—Dr. Rush 
MeMillin, Lampasas. 

Hypodermic Syringes and Needles: Their Care 
and Function (Available through the courtesy of 
Becton, Dickinson & Co., Rutherford, N. J.)—Rol- 
lins-Brook Hospital and Clinic, Lampasas. 

Let There Be Light (Available through the cour- 
tesy of the War Department, Washington, D. C.)— 
Lamar College, Beaumont. 

Malaria (Purchased by Film Library, State Med- 
ical Association of Texas)—Rollins-Brook Hospital 
and Clinic, Lampasas. 

Mastoid Surgery (Available through the courtesy 
of Dr. Louis Daily, Houston) —Lampasas-Burnet- 
Llano Counties Medical Society, Lampasas, and Har- 
ris College of Nursing, Fort Worth. 

New Horizons (Available through the courtesy of 
National Foundation for Infantile Paralysis, New 
York)—Class at Texas Christian University Work- 
shop in Education, Fort Worth, and a group of 
spastic and paraplegic persons, Cleburne. 

Report to the People (Available through the cour- 
tesy of National Foundation for Infantile Paralysis, 
New York)—High School P.T.A., Cleburne. 

Splenectomy (Available through the courtesy of 
Davis & Geck Surgical Film Library, New York)— 
Lampasas-Burnet-Llano Counties Medical Society, 
Lampasas. 

Tuberculosis, Diagnostic Procedures in (Available 
the courtesy of Texas Tuberculosis Association) — 
Rollins-Brook Hospital Clinic, Lampasas. 

Trichomonas Vaginalis and Leukorrhea’ (Avail- 
able through the courtesy of Dr. Karl J. Karnaky, 
Houston)—Drs. Mathews, Galt, and Taylor, Dallas. 

Vitamins and Some Deficiency Diseases (Avail- 
able through the courtesy of Lederle Laboratories, 
Inc., New York)—Lamar College, Beaumont. 

When Bobby Goes to School (Available through 
the courtesy of Mead Johnson & Co., Evansville, 
Ind.)—Dr. Rush McMillin, Lampasas. 


MEDICAL MOTION PICTURES 

A recent release of the March of Time, “Your 
Doctors—1947,” filmed principally in New York, 
shows a brain operation, the use of an artificial kid- 
ney, an Rh transfusion performed on a new baby, 
and the use of atomic isotopes in treating cancer. 
The picture will soon be shown in Texas theaters. 


A second film, prepared by the American Medical 
Association especially for showing at its centennial 
anniversary annual session, is available to county 
medical societies upon request to the A.M.A. Titled 
“The Medical Motion Picture—Its Development and 
Present Application,” the film contains excerpts of 
several pictures made prior to, during, and imme- 
diately following World War I. It includes the first 
surgical motion picture on 16 mm. film; shows mod- 
ern techniques such as animation, microcinemato- 
graphy, endoscopic photography, and moving x-rays; 
and explains the production of good teaching films. 


TEXAS STATE JOURNAL OF MEDICINE 


LIBRARY NEEDS 


The journals listed are needed by the Library of the 
State Medical Association to complete volumes for bind- 
ing. Any of these numbers will be acceptable either as 
a gift or for purchase. It is preferable that the Library, 
1404 West El Paso Street, Fort Worth 3, be notified 
regarding items available, and the prices of such items, 
if any, before shipment is made. 


Journals needed by the Library of the State Med- 
ical Association are as follows: 

American Journal of Clinical Pathology, Vol. 10, 
Nos. 8, 9, 10, 12 (Aug.-Dec.) 1940, and Vol. 12, 
Nos. 1, 2, 11, 12 (Jan., Feb., Nov., Dec.) 1942. 

American Journal of Diseases of Children, Vol. 71, 
No. 6 (June) 1946. 

American Journal of Medicine, Vol. 1, No. 1 
(July) 1946, and Vol. 2, Nos. 4, 5, 6 (April, May, 
June) 1947. 

Annals of Internal Medicine, Vol. 25, Nos. 1, 2 
(July, Aug.) 1946, and Vol. 26, Nos. 4, 5, 6 (April, 
May, June) 1947. 

Archives of Internal Medicine, Vol. 68, Nos. 1, 5, 
6 (July, Nov., Dec.) 1941. 

Archives of Neurology and Psychiatry, Vol. 54, 
Nos. 1, 2 (July, Aug.) 1945. 

Archives of Ophthalmology, Vol. 31, Nos. 1, 2, 4 
(Jan., Feb., April) 1944, and Vol. 33, No. 3 (March) 
1945. 

Archives of Otolaryngology, Vol. 40, No. 2 (Aug.) 
1944, and Vol. 43, Nos. 4, 5, 6 (April, May, June) 
1946. 

British Medical Journal, April 5, 1947. 


BOOK REVIEWS 


1The Medical Story of Early Texas, 1528-1853. By 
Pat Ireland Nixon, M. D., President, Texas State 
Historical Association. Foreword by Dr. Chaun- 
cey D. Leake. Cloth, 507 pages. Price, $6.00; 
De Luxe edition, $10.00. Published by the Mollie 
Bennett Lupe Memorial Fund. Printed by the 
Lancaster Press, Inc., Lancaster, Pa., 1946. 


Money from the Mollie Bennett Lupe Memorial 
Fund, created by John and Jamie Bennett, of San 
Antonio, in memory of their daughter, Mollie, pro- 
vided for publishing this book. The author, Dr. Pat 
Ireland Nixon, gives some of the results of his long 
and careful studies on the development of medicine 
in the Southwest. He relates the chronological 
growth of the practice of medicine in Texas from 
the time “modern medicine” in the sixteenth cen- 
tury combined its imperfect knowledge with the 
witchcraft of the Indian medicine man to the found- 
ing and organization of the Texas Medical Associa- 
tion in 1853. 

The part played by doctors in the fascinating 
drama of the colonization and civilization of our 
mighty state is well told. The author does not at- 
tempt to deify, or even glorify, all the physician 
actors in this drama, but he gives credit where it is 
due. As we read this account of medicine we realize 
that doctors are first human and that many become 
heroes later. Although a few may have lost sight of 
the higher ethics of their calling in the early days 
of hardship and privation, they all possessed one 
virtue in common—courage. 

While brave explorers and colonists were busy 
conquering a new and often hostile wilderness, the 
doctors among them were just as busy fighting 
disease to aid in the survival of the white man. 
Most of the time, especially during the Spanish and 
Mexican regimes, the doctors not only received poor 
compensation, but suffered indignities and tortures 
along with other citizens. 

In her fight for political freedom, Texas was aided 
by countless deeds of heroism by the doctors, who 
not only dressed the wounds of the soldiers, but 
actually fought by their sides. The Republic of 


1Reviewed by Elliott Mendenhall, M. D., Dallas. 
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Texas, too, owes a debt of gratitude to many men 
of medicine who took on the mantle of statesman- 
ship to help guide the destiny of the new Republic. 

The address of Dr. Cupples at the founding of the 
Medical Association of Texas, delivered at the 
Methodist Church in San Antonio, is worth a specia! 
reading by all Texans interested in good medicine. 

I hope that Dr. Nixon will later give us the his- 
tory of Texas medicine from 1853 to the present. In 
his style, it will be interesting reading. 


*Operative Gynecology. By Richard W. Te Linde, 
M. D., Professor of Gynecology, Johns Hopkins 
University and Chief Gynecologist, Johns Hop- 
kins Hospital. With 309 illustrations in black and 
white and 15 subjects in full color on 9 plates. 
Cloth, 751 pages. Price, $18.00. Philadelphia, 
J. B. Lippincott Company, 1946. 

The author states in his preface that “ ‘Operative 
Gynecology’ is written with the primary purpose of 
describing the usual and some of the rarer operative 
procedures.” The subject is approached from the 
standpoint of diseases or groups of diseases with 
subsequent surgical treatment, rather than from 
the standpoint of the operative procedure as a 
primary entity, related secondarily to a_ specific 
situation. To achieve balance and completeness, the 
diagnosis and medical treatment, as well as the sur- 
gical treatment, of each disease, are discussed in 
detail. To fulfill the main goal would require pro- 
fuse illustrations, or step-by-step description of op- 
erations. In too many instances such description is 
sacrificed for balance and completeness. 

Pathology, which is part of the foundation of all 
intelligent gynecologic surgery, is adequately dis- 
cussed throughout with the portion on cervical car- 
cinoma’ being particularly excellent. On the other 
hand, explanation of the anatomic basis of many of 
the operations described is disappointing. An ex- 
ample is the Basset operation, in which a more 
detailed description of the lymphatic drainage of the 
involved area would be highly desirable. 

The chapters dealing with surgery of the bowel 
and urinary tract in relation to gynecology are ex- 
cellent treatments of subjects often neglected. An- 
esthesia in gynecology is another important subject 
which receives the emphasis it merits. 

As a textbook of gynecology with emphasis on 
surgical aspects, “Operative Gynecology” compares 
favorably with other textbooks in the field. As a 
book written with the primary purpose of describing 
operative techniques, it falls short of its goal. 


‘Intracranial Complications of Ear, Nose and 
Throat Infections. By Hans Bruner, M. D., As- 
sociate Professor of Otolaryngology, Univer- 
sity of Illinois College of Medicine, Chicago. 
Cloth, 444 pages. Price, $6.75. Chicago, The 
Yearbook Publishers, Inc., 1946. _ 

The author is a distinguished surgeon and teacher 
who has succeeded in condensing into a little more 
than 400 pages the important practical clinical as- 
pects of intracranial complications which he has de- 
rived from twenty-five years of experience. Part of 
this work was done while he was engaged in post- 
graduate teaching in Vienna, and the remainder was 
done in this country. 

This book is in no wise a text, but is offered as a 
guide to clinicians in a rational approach to diagno- 
sis and treatment. It is divided into two sections, 
the first being a practical discussion of the anatomy 
and physiology of the meninges, cerebrospinal fluid, 
brain, and circulation of the cranial contents, and the 
second dealing with the clinical aspects of intra- 
cranial complications of otogenic, rhinogenous, and 
pharyngeal infections. 


2Reviewed by Raymond J. Jennett, M. D., Dallas. 
8Reviewed by Gaylord R. Chase, M. D., Galveston. 
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Section I contains the clearest description of the 
intracranial contents, together with excellent illus- 
trations, this reviewer has ever seen. A particularly 
lucid discussion of the principal veins of the face 
and their anastomoses with the dural venous sinuses 
is offered. 

Section II is rich with clinical case histories and, 
again, excellent illustrations, presenting both con- 
servative and radical measures for treatment as well 
as those measures found most effective by the 
author. 

The book is valuable not only to the otorhinologist 
but to the internist, the general surgeon, and the 
neurologist as well. 


‘Experiences with Folic Acid. By Tom D. Spies, 
Associate Professor of Medicine, University of 
Cincinnati School of Medicine, Birmingham, Ala- 
bama. Cloth, 110 pages. Price, $3.75. Chicago, 
The Year Book Publishers, Inc., 1947. 


The author of this volume must be given a vast 
amount of credit in the medical field for his alert- 
ness and his untiring zeal in the promotion of clin- 
ical investigations, particularly with respect to vita- 
mins. 

The story of the work of his coworkers offers 
convincing evidence of the important potentialities 
of folic acid in the treatment of pernicious anemia, 
nutritional macrocytic anemia, and sprue. The clin- 
ical investigations, in which a large number of col- 
laborators were involved, were carefully done and 
adequately reported. 

The eight Parke-Davis chemists who first reported 
the isolation of folic acid in crystalline form and 
the sixteen chemists of the Lederle Laboratories and 
the Caleo Chemical Division of the American Cy- 
anamid Company who worked out its synthesis will 
be surprised to read of “biological studies which 
eventually coalesced and resulted in the isolation 
and synthesis of folic acid.” A color reproduction of 
a photograph of folic acid crystals occupies the 
prominent position of a frontispiece, but the chemists 
who made it possible are given no attention. Since 
this volume was obviously written for the medical 
profession this may be justified, though a reciprocal 
appreciation of the contributions of both clinical and 
nonclinical investigators makes for good feeling. 

Dr. Spies is to be congratulated for his outstanding 
work in clinical research, and humanity is to be con- 
gratulated on the availability of a new therapeutic 
agent of great value. 


NEWS 


Contributions to this department will be appreciated. 
News should be of general medical interest, such as public 
health activities, new hospitals. personal items of more 
than local value, etc. News for a particular number of 
the JOURNAL should be in the hands of the Editor not 
later than the fifteenth of the preceding month. 








_Meetings of National Societies of interest to Texas 
physicians include the following: 

_American College of Surgeons, Clinical Congress, 
New York, September 8-12.—Operative and non- 
operative clinics in thirty-eight hospitals, scientific 
sessions in general surgery and the surgical special- 
ties, official meetings, hospital conferences, medical 
motion pictures, and educational and technical ex- 
hibits are scheduled. Additional information may be 
— from the College, 40 E. Erie Street, Chicago 


American Roentgen Ray Society, Atlantic City, 
September 16-19.—Three symposia, instructional 
courses, special lectures, and a scientific exhibit will 
be presented. Additional information is available 
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from the American College of Radiology, 20 N. 
Wacker Drive, Chicago 6. ‘ 

American Hospital Association, St. Louis, Septem- 
ber 22-25.—Sections on professional practice, ad- 
ministrative practice, hospital planning, plant op- 
eration and special aspects of hospital administra- 
tion will convene. General sessions, panel discus- 
sions, and audience-participation discussions will be 
held. Details may be secured from the Association, 
18 East Division Street, Chicago 10. 

International College of Surgeons, Chicago, Sep- 
tember 28-October 4.—Members of the medical and 
surgical profession are invited to participate in the 
combined operative and clinical program at which 
teachers from England, France, Ireland, Palestine, 
Brazil, and the United States will appear. Detailed 
information is available from Dr. Max Thorek, 1516 
Lake Shore Drive, Chicago. 

American College of Physicians, San Francisco, 
April 19-23.—Headquarters for the twenty-ninth 
annual session will be at the Civic Auditorium. 
Further information is available from the Executive 
Secretary, 4200 Pine Street, Philadelphia 4. 

American Association for the Study of Goiter, 
Toronto, Canada, May 6-8.—The program will in- 
clude papers dealing with goiter and other diseases 
of the thyroid gland, dry clinics, and demonstra- 
tions. Additional information may be obtained from 
Dr. T. C. Davison, Corresponding Secretary, 478 
Peachtree Street N. E., Atlanta, Ga. 


The Dallas Treatment Center for Cerebral Palsied 
Children is now in operation to treat the cerebral 
palsied child, to educate the laity, to demonstrate to 
the medical profession the benefit of early diagnosis 
and treatment, and to carry on research directed to- 
ward the etiologic factors involved in the disease 
and its possible prevention. The center was estab- 
lished recently by the Dallas Society for Crippled 
Children, a component part of the Texas Society for 
Crippled Children, with the sponsorship of the Dal- 
las Junior League and the approval of Dallas County 
Medical Society. An advisory board from the medical 
society helped to set up standards of treatment on 
an out-patient basis, and the Junior League supplies 
financial aid and volunteer workers to assist with 
clerical details and the care of the children. The 
Texas Society for Crippled Children plans to spon- 
sor similar projects throughout the state with the 
cooperation of the medical profession. 


The University of Texas Medical Branch has re- 
cently received a gift of $25,000 from the Monsanto 
Chemical Company, St. Louis, to aid in the de- 
velopment of a program of rehabilitation for indus- 
trial accident victims. The gift was made in recogni- 
tion of the work of the staff of John Sealy Hospital 
in treatment of those injured inthe Texas City 
explosions. Other industrial concerns in the Gal- 
veston area are assisting in the project, which will 
be developed in accordance with recommendations 
of the Baruch Committee for Physical Medicine, and 
will involve the services of orthopedic surgery, 
neurosurgery, plastic surgery, physical and occu- 
pational therapy, psychological guidance, social re- 
adjustment, and job placement. 

The Sugar Research Foundation, Inc., New York, 
has given $3,000 for the support .of studies by Dr. 
W. A. Selle, professor of physiology, on protective 
factors in experimental cancer of the liver. 

To honor the late Dr. A. O. Singleton, professor 
of surgery, a memorial fund has been created to 
support the work of the Department of Surgery 
at the University of Texas Medical Branch. Con- 
tributions may be sent to the Librarian, University 
of Texas Medical Branch, Galveston. 

The Class of 1943 has established a book fund 
in memory of a classmate, John Evans Edge, who 
was killed in Germany during World War II. Each 
year a book will be presented to the Medical Branch 
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Library. Contributions may be sent to the Secretary, 
Medical Branch Alumni Association, Galveston. 

Dr. C. M. Pomerat, professor of anatomy and di- 
rector of the Tissue Culture Laboratory, has sailed 
for Europe as a representative of the Tissue Cul- 
ture Committee of the National Research Council 
to attend the International Cytology Congress in 
Stockholm and the International Physiology Con- 
gress in Oxford. 

Dr. C. T. Stone, professor of internal medicine, 
has been elected one of the vice-presidents of the 
American College of Physicians, according to ‘%’he 
Journal of the American Medical Association. 


PERSONALS 


Dr. Ralph Bowen, Houston, presented an exhibit 
on “The Asthmatic Child” before the International 
Congress of Pediatrics in New York during July, 
according to the Houston Press. 

Dr. John Mitchell, Tyler; Dr. A. W. Rogers, Cor- 
sicana; and Dr. T. C. Terrell, Fort Worth, have been 
appointed to the State Board of Health, reports the 
Tyler Telegraph. 

Dr. Paul J. Connor, graduate of the University of 
Texas School of Medicine and former Normangee, 
Texas, physician, died in Denver on July 19, accord- 
ing to a Denver newspaper. Dr. Connor moved from 
Texas to Colorado in 1921 and was active in pro- 
fessional organizations there. For nine years he was 
a member of the Colorado State Board of Health, 
serving as president for four years. 


MARRIAGES 
Dr. Peel M. Payne, Asherton, married Mrs. W. L. 


Pilgreen, Uvalde, at Comfort on June 11. 
Dr. C 


r D. Bussey, Dallas, married Miss Lyda 
Lynn Wood, Waco, on July 3. 


Dr. Cecil Albert Johnson, Dallas, married Miss 
Marilyn Wyche, Overton, on July 13. 
BIRTHS 
To Dr. and Mrs. Stanley W. Bohmfalk, Temple, 
a boy, George Lee, July 13. 


To Dr. and Mrs. M. C. Schlecte, Houston, a boy, 
Marvin Charles, Jr., May 26. 


SOCIETY NEWS 


Brown-Comanche-Mills-San Saba Counties Society 
June 9, 1947 
(Reported by P. M. Wheelis, Secretary) 


General Considerations of the Common Ano-Rectal Diseases—T. 
Wade Hedrick, Abilene. 
Hyperemesis Gravidarum—Guy L. Pattillo, Abilene. 


A barbecue meeting of the Brown-Comanche- 
Mills-San Saba Counties Medical Society at the 
Thirty-Sixth Division State Park, Lake Brownwood, 
attracted twenty-two members and guests, plus their 
wives and families. The scientific papers indicated 
above were presented, and a short business session 
was held. J. B. Stephens, Bangs, was elected to 
membership. 


Colorado-Fayette Counties Society 
June 24, 1947 
Social and Economic Problems of the American Medical Pro- 
fession—F. J. L. Blasingame, Wharton. 

Colorado-Fayette Counties Medical Society met at 
Columbus on June 24 for dinner. B. E. Pickett, Sr., 
Carrizo Springs, President of the State Medical 
Association, was scheduled to address members of 
the society, their wives, and guests, but a cloudburst 
prevented his being present. F. J. L. Blasingame, 
Wharton, trustee of the State Association, spoke 
instead, reviewing the accomplishments of American 
medicine and pointing out the problems now con- 
fronting physicians, particularly as regards efforts 
to socialize medicine. 


TEXAS STATE JOURNAL OF MEDICINE 


August, 


Dallas County Society 
June 12, 1947 
(Reported by W. W. Fowler, Secretary) 
Education of Alcoholics—Mr. Horace G. Fort, Dallas. 


One hundred twenty-six members of the Dallas 
County Medical Society and Methodist Hospital 
staff were present for a barbecue dinner June 12 
at Silvertop Farms, Dallas, as guests of Dr. and 
Mrs. Howard Crutcher. 

Following the talk named above by Mr. Horace 
G. Fort, the society endorsed the program of the 
Committee for Education of Alcoholics. 

The society also passed a motion recommending 
John L. Goforth, Dallas, for appointment by the 
governor to the State Board of Health, and another 
requesting the legislative committee of the society 
to study the so-called Crosser Act, providing for 
cash benefits for nonoccupational sickness and ac- 
cidents and maternity care for railroad employees, 
and to take such action as it deems advisable. 

The applications for membership of Joe Henry 
Roberts, Herbert Marr Alston, and Fred G. Popkess 
were approved. 

Alvin Baldwin acted as secretary pro tem. 


June 26, 1947 
(Reported by W. W. Fowler, Secretary) 
Symposium on Minor Ano-Rectal Diseases—The Present Man- 
agement of: 

Pruritus Ani (lantern slides)—Alvin Baldwin, Jr., Dallas. 

Polyps in Children (lantern slides)—Jack G. Kerr, Dallas. 

Fistula in Anus (crayon drawings)—Curtice Rosser, Dallas. 

Discussion—Tom E. Smith, J. B. Howell, M. J. Noon, Ben 
H. Griffin, Dallas. 

Forty_members of Dallas County Medical Society 
met in Dallas on June 26 for the program outlined. 
John Parsons Howard, Ivey Earl Lamberth, Jr., 
Gillon Mattney Cole, Wilson O. Wagner, and Richard 
Lawrence Hermes were elected to membership upon 
application; Edgar Wills Burnett upon transfer 
from Cherokee County. 


Ellis County Society 


June 11, 1947 
(Reported by B. C. Wallace, Jr., Secretary) 
Folvite (motion picture), courtesy of Lederle Laboratories. 


Ellis County Medical Society met June 11 in 
Waxahachie. The program consisted of a motion 
picture on folvite loaned by Lederle Laboratories. 


El Paso County Society 
May 27, 1947 


(Reported by W. Compere Basom, Secretary) 


The proposed Veterans Administration fee sched- 
ule was discussed at length at the May 27 meeting 
of the El Paso County Medical Society in El Paso. 
Ralph Homan, delegate to the State Medical Asso- 
ciation, reported on the recent meeting of the House 
of Delegates of that organization, discussing the 
fee schedule in particular. B. Lynn Goodloe report- 
ed on how the matter was handled at the Rocky 
Mountain Medical Conference. Members of the so- 
ciety then discussed the problem generally, and it 
was agreed that neither the State Medical Association 
nor the county medical society has the authority to 
bind its members to such a fee schedule. It was 
voted that the executive committee with Ralph H. 
Homan, Robert B. Homan, Jr., and Charles F. 
Rennick should study the fee schedule situation. 

A report and recommendations from the budget 
committee were presented and approved. A report 
was also heard from a committee to study the prob- 
lem of the shortage of nurses. 


Grayson County Society 
June 10, 1947 


Grayson County Medical Society and its guests on 
June 10 at Denison heard a talk by Dr. Phelps J. 
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Murphy, Dallas dentist noted for his improvement of 
plastic eyes. The research which Dr. Murphy carried 
on while in the Navy was described in the December, 
1946, issue of the Readers Digest. Grayson County 
dentists were issued a special invitation to the 
meeting. 


Gregg County Society 


June 10, 1947 
(Reported by John E. Wensley, Secretary) 
Uses and Abuses of Colostomy—George R. Enloe, Fort Worth. 


Treatment of Cardiac Decompensation—J. K. Norman, Fort 
Worth. 


Gregg County Medical Society met for dinner in 
Gladewater on June 10 with Garland S. Rushing, 
Longview, president, presiding. The program out- 
lined was presented. 


Lubbock-Crosby Counties Society 
June 3, 1947 
(Reported by O. R. Hand, Secretary) 


The Use of Sulfathalidine in Chronic Ulcerative Colitis (motion 
tion picture, courtesy of Sharpe and Dohme)—Mr. Lee Cavin. 
Endometriosis—Howard Crutcher, Dallas. 
Discussion—J. T. Krueger, O. W. English, and Sam G. Dunn, 
Lubbock. 


Twenty-four members and four visitors of the 
Lubbock-Crosby Counties Medical Society met June 
3 in Lubbock for the scientific program outlined. 
R. C. Douglas, Lubbock, read a report of the Red 
Cross Disaster Committee, which was accepted 
unanimously. 


Pecos-Jeff Davis-Presidio-Brewster Counties Society 
June 1, 1947 
(Reported by W. E. Lockhart, Secretary) 


Fourteen members and guests of the Pecos-Jeff 
Davis-Presidio-Brewster Counties Medical Society 
met for dinner in Alpine on June 1. In a general 
discussion, J. W. O’Donnell, Alpine, reported on in- 
stances of aspirin intoxication of young children. 

The society approved the organization of a na- 
tional society for general practitioners, after hear- 
ing a letter sent by the Section on the General 
Practice of Medicine of the American Medical As- 
sociation. 

A tuberculosis committee composed of Dr. O’Don- 
nell, chairman; C. R. Sutton, Jr., Marfa; and C. E. 
Oswalt, Fort Stockton, was appointed. 

Adolph H. Robertson, Iraan, was unanimously 
elected to membership upon application. 


Randall-Deaf Smith-Parmer-Castro-Oldham 
Counties Society 
June 4, 1947 
(Reported by Robert P. Jarrett, Secretary) 


A Case of Pernicious Anemia with Improvement following 
Folic Acid Therapy—Lewis B. Barnett, Hereford. 

Laboratory Differential Diagnosis of Jaundice—Lewis B. Bar- 
nett, Hereford. 


Jaundice was the primary topic of discussion 
when nine members of Randall-Deaf Smith-Parmer- 
Castro-Oldham Counties Medical Society met June 
4 in Hereford. Lewis B. Barnett, Hereford, who 
presented a formal paper on the subject, also re- 
ported on a case of pernicious anemia. 


Tarrant County Society 


June 3, 1947 
(Reported by W. P. Higgins, Jr., Secretary) 


on, SF = Field: A Biographical Sketch—E. P. Hall, Sr., Fort 
orth. 
Laryngeal Papilloma—Gatlin Mitchell, Fort Worth. 


Diseussion—C. P. Schenck and J. W. Eschenbrenner, Fort 
Worth. 


Regional Jejunitis: Differential Diagnosis—Oscar W. Haffke, 
Fort Worth. 


Discussion—H. T. Jackson, R. V. Brasher, R. G. Baker, Sim 
aw William M. Crawford, John J. Andujar, and J. H. 
ook. 


Following the program outlined, Tarrant County 
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Medical Society, meeting in Fort Worth on June 3, 
adopted two amendments to the by-laws. One of the 
amendments provides that names of applicants for 
membership, both for first reading and for final 
vote, shall be printed on the program of each regu- 
lar meeting. The other amendment provides for 
regular meetings the first and third Tuesdays in 
each month except June, July, and August, during 
which period no meetings will customarily be held. 

James D. Murphy was elected to membership 
upon application. 

Mrs. Homer Tomlinson, Jr., spoke briefly on be- 
half of the Veterans’ Memorial for Tarrant County. 


June 17, 1947 
(Reported by W. P. Higgins, Jr., Secretary) 
Dr. W. A. Duringer: A Biographical Sketch—Tom Bond, Fort 
Worth. 
Subdiaphragmatic Abscess—Ted Lace, Fort Worth. 


Discussion—R. J. White, Fort Worth. 


Clinico-Pathological Conference—Conducted by Frank Halpin, 
Fort Worth. 


Discussion—Sidney E. Stout, Joe McVeigh, J. B. Fershtand, 
Harold J. Shelley, James N. Walker, J. H. Hook, Oscar 
W. Haffke, Stephen W. Wilson, R. J. White, and William 
M. Crawford, Fort Worth. 
Pathologic Findings—May Owen, Fort Worth. 


The program outlined was presented when seven- 
ty-one members and four visitors of Tarrant County 
Medical Society met June 17 in Fort Worth. T. C. 
Terrell spoke regarding medical association political 
matters and suggested that an effort be made to 
acquaint newspapers with the work of physicians and 
to inform the public through newspaper articles and 
advertisements concerning the viewpoints and work 
of physicians. 

A report from the public health advisory com- 
mittee, presented by L. O. Godley, chairman, recom- 
mended action by the society with regard to the 
quarantine of scarlet fever. A motion was passed 
that the society recommend to the health units of 
the county that quarantine for scarlet fever be 
changed to “a minimum of one week, at which time 
throat cultures would be taken at the request of 
the physician in charge and that quarantine be 
lifted on the milder cases with negative throat cul- 
tures; the period of quarantine to be extended on 
complicated cases and at the discretion of the phy- 
sician in-charge.” 

The society also voted to approve a professional 
liability policy issued by the Aetna Casualty and 
Surety Company, so that policyholders among the 
members of the society would be eligible for a 
saving in their annual premiums. Action was taken 
upon the recommendation of the legislative and 
public relations committee. 

The membership of George A. Gray, Fort Worth, 
Was approved upon his transfer from the Tom 
Green-Eight County Society. 


Fifth and Sixth Districts Society 


July 11-12, 1947 


(Reported by W. E. Whigham, Councilor, Sixth District) 
July 11 

Address of Welcome—Foy H. Moody, President, Nueces County 
Medical Society, Corpus Christi. 

Response—Phil A. Bleakney, President, Fifth and Sixth Dis- 
tricts Medicai Society, Harlingen. 

Medical Economics—B. E. Pickett, Sr., President, State Medical 
Association of Texas, Carrizo Springs. 

Scope of Plastic Surgery—T. G. Blocker, University of Texas 
School of Medicine, Galveston. 

Certain Aspects of Diagnosis and Treatment of Diabetes Mellitus 


—dJames A. Greene, Baylor University College of Medicine, 
Houston. 


Blood Transfusion and Transfusion Reactions—D. A. Todd, San 
Antonio. 

Rh Factor—Major W. F. Hattler, M. C., U. S. A., San Antonio. 

Luncheon and Round-Table Discussion. 

Practical Management of Premature Infants—Francis A. Gar- 
bade, University of Texas School of Medicine, Galveston. 

Carcinoma of the Cervix—John Wall, Houston. 

Clinical Management of Tumors of the Genito-Urinary System, 
= Special Reference to Renal Neoplasms—Harry Spence, 

as. 
Bronchial Asthma—Homer Prince, Houston. 
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July 12 


Vagotomy in the Treatment of Peptic Uleer—J. W. Nixon, San 
Antonio. 


Treatment of Essential Hypertension—W. W. Bondurant, Jr., 
San Antonio. 

Infections of the External Ear of Interest to the General Prac- 
titioner (lantern slides)—-W. D. Gill, San Antonio. 

Luncheon and Round-Table Discussion. 


Approximately two hundred were present for the 
first postwar meeting of the Fifth and Sixth Dis- 
tricts Medical Society on July 11-12 in Corpus 
Christi. The scientific program outlined above was 
presented. In a business session the morning of July 
12, society members voted not to divide into two 
groups to conform to the lines of the two districts, 
as had been suggested. They elected new officers as 
follows: Kleberg Eckhardt, Corpus Christi, presi- 
dent; E. M. Longoria, Laredo, vice-president; and 
Charles W. Tennison, San Antonio, secretary-treas- 
urer. 

A dinner-dance the evening of July 11 and a fish 
fry on the beach the following afternoon provided 
entertainment. 


Seventh District Society 


July 16, 1947 
(Reported by M. I. Brown, Secretary) 


Seventh District Medical Society met July 16 at 
the Officers Club at’ Bergstrom Field near Austin 
for a social and business session. Officers elected by 
the approximately sixty physicians who were pres- 
ent are as follows: M. I. Brown, Austin, president; 
Albert Rice, Georgetown, vice-president; David 
Wade, Austin, secretary-treasurer. 


Twelfth District Society 
_ July 8, 1947 


Role of X-Ray and Radium in Treatment of Malignant Tumors— 
C. A. Stevenson, Temple. 
Endocrine Therapy in Gynecology—William F. Mengert, Profes- 


sor of Gynecology and Obstetrics, Southwestern Medical Col- 
lege, Dallas. 


Treatment of Common Injuries ‘about the Hip—Howard R. 
Dudgeon, Jr., Waco. 


Treatment of Toxemias of Pregnancy—William F. Mengert, 
Dallas. 


Hydrotherapy and Diet in Treatment of Arteriosclerosis and 
Hypertension—J. W. Torbett, Marlin. 

Diagnosis and Surgical Treatment of the Apocrine Gland In- 
fection of the Axilla—Harry B. Macey, Temple. 


Members of the Twelfth District Medical Society 
met in Marlin on July 8 for the scientific program 
outlined. They and the auxiliary were entertained 
by the Falls County Medical Society for luncheon, 
at which the speaker was B. E. Pickett, Sr., Carrizo 
Springs, President of the State Medical Association. 

Howard O. Smith, Tom G. Glass, and Milton A. 
Davison, all of Marlin, made arrangements for the 
meeting. 

The next meeting of the society will be in Waco 
on January 13, 1948. 


AUXILIARY NOTES 


Officers of the Woman’s Auxiliary to the State Medical Asso- 
ciation of Texas: President, Mrs. Edward C. Ferguson, Beaumont ; 
President-Elect, Mrs. S. M. Hill, Dallas; First Vice-President, 
Mrs. A. N. Boyd, Houston; Second Vice-President, Mrs. H. P. 
Ledford, Wichita Falls; Third Vice-President, Mrs. A. L. Delaney, 
Liberty; Fourth Vice-President, Mrs. W. Frank Armstrong, 
Fort Worth; Recording Secretary, Mrs. M. A. Ramsdell, San 
Antonio; Publicity Secretary, Mrs. J. F. Campbell, Fort Worth; 
Treasurer, Mrs. J. Guy Jones, Dallas; Parliamentarian, Mrs. 
Paul Brindley, Galveston. 


Officers of the Auxiliary to the American Medical 
Association for 1947-1948 include two Texas women 
according to The Journal of the American Medical 
Association. Mrs. George Turner, El Paso, is con- 
stitutional secretary, and Mrs. Scott C. Applewhite, 
San Antonio, is chairman of the Committee on 
Finance. 
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AUXILIARY NEWS 


Harrison County Auxiliary met May 13 for a 
chicken barbecue luncheon at Fern Lake near Mar- 
shall. New officers for the year presided. They in- 
clude Mesdames Jack Baldwin, president; Ray 
Carter, vice-president; John E. Hill, secretary; and 
C. H. Heidelberg, treasurer. Reports for the year 
were heard by the eleven members present. 


Nueces County Auxiliary recently assisted in a 
drive to give residents of Corpus Christi x-ray ex- 
aminations for tuberculosis. The x-ray machine was 
operated by the City-County Health Unit and the 
Nueces County Tuberculosis Association at no 
charge to those receiving examinations. Members 
of the auxiliary, high school girls, and other inter- 
ested persons spent 280 hours in a volunteer house- 
to-house canvass to encourage participation in the 
project. Mrs. S. K. Stroud was general chairman 
assisted by Mesdames G. W. Edgerton, Herman Gad- 
dis, James Barnard, H. F. Boettger, and A. C. 
Buchanan. Members of the auxiliary who partici- 
pated in the program included Mesdames Frank A. 
Ellis, Thomas Edwards, James C. Sharp, Irving 
Colef, L. M. Garrett, Duncan Stewart, Y. C. Smith, 
R. S. Knapp, J. V. Blair, Jack Giles, D. N. Grossman, 
M. Kurzner, L. P. Guttman, James ‘TT. Rountree, 
K. J. Kemp, Hale Salter, and J. M. Crow. 


Fifth and Sixth Districts Auxiliary met in Corpus 
Christi on July 11-12, with members of the Nueces 
County Auxiliary as hostesses. Mrs. Thomas W. 
Edwards, Corpus Christi, was elected president; 
Mrs. T. H. Glass, Weslaco, first vice-president; 
Mrs. N. T. Gibson, Robstown, second vice-president; 
Mrs. W. C. Barnard, Corpus Christi, secretary; and 
Mrs. C. P. Jasperson, Corpus Christi, treasurer. 

About one hundred members were present for a 
luncheon meeting July 11 at which Mrs. Edward C. 
Ferguson, Beaumont, President of the State Auxil- 
iary, outlined the purposes of the state organization 
and reported on the recent national convention in 
Atlantic City. Mrs. Sam Thompson, Kerrville, past 
State President, also spoke. Other state officers 
present included Mrs. A. N. Boyd, Houston, chair- 
man of organization; Mrs. H. H. Gallatin, Kerrville, 
Fifth District council woman; and Mrs. P. H. Fren- 
zel, Donna, Sixth District council woman. 

Other entertainment features included a dinner- 
dance for physicians and their wives on July 11, a 
coffee honoring Mrs. Ferguson, and Mrs. Frank A. 
Ellis, Corpus Christi, president of the Nueces County 
Auxiliary, at the home of Mrs. Sterling Martin on 
the morning of July 12, and a fish fry on the beach 
that evening. Mrs. King Gill was in charge of regis- 
tration, assisted by Mrs. James C. Sharp. Mrs, L. M. 
Draper, chairman, and Mesdames N. D. Carter, 
Kleberg Eckhardt, L. M. Garrett, and M. J. Perkins 
served as the entertainment committee. Mesdames 
W. C. Barnard and C. P. Jasperson had charge of 
decorations. Mesdames Y. C. Smith and Foy Moody 
were on the transportation ‘committee. 


Twelfth District Auxiliary met July 8 in Marlin 
with Mrs. R. S. Wood, Waco, president, presiding. 
Mrs. J. B. Barnett, Marlin, gave a welcoming address 
to which Mrs. Stanley P. Howard, Waco, responded. 
Mrs. Roger Garrett, Marlin, played several piano 
numbers and Mrs. Wood sang. County reports were 
given, and a collection was taken in memory of 
Dr. Lee Knight, Temple; Mrs. H. S. Garrett, Marlin; 
and the son of Dr. and Mrs. S. C. Richardsor, 
Bryan, to be added to the Memorial Fund of the 
State Auxiliary. 

Following a luncheon with the Medical Society, 
at which Dr. B. E. Pickett, Sr., Carrizo Springs, 
President of the State Medical Association, was the 
principal speaker, the Auxiliary was entertained at 
tea in the home of Mrs. E. P. Hutchings.—Mrs. A. 
Ford Wolf, Publicity Chairman. 






































DEATHS 


Dr. James Crawford Anderson, former State 
Health Officer, died at his home in Austin, Texas, 
May 20, 1947. 

The son of James Crawford and Susana (Thomas) 
Anderson, Dr. Anderson was born December 18, 1858, 
in Monticello, Ark. He attended the schools in 
Bradley County, Ark., and received his medical edu- 
eation at old Missouri Medical College, St. Louis, 
from which he was graduated in 1887. He began 
practice in Holland, Texas, but after a year he moved 
to Granger, where he was in practice from 1888 until 
1910. From 1910 until 1927 he practiced at Plain- 
view. He was appointed State Health Officer in 
1927 and held that position until 1932. He then 
retired from professional life, but remained in Aus- 
~~ where he had moved when he accepted the state 
office. 

From 1904 until 1941 Dr. Anderson was a mem- 
ber of the State Medical Association and American 
Medical Association, first through the Williamson 
County Medical Society and then through the Hale- 
Floyd-Briscoe-Swisher Counties Medical Society. 
He was councilor of the Seventh District from 1908 
until 1911, vice-president of the State Medical Asso- 
ciation in 1913-1914, and chairman of the Section on 
Public Health of the State Medical Association in 
1928. He was elected to honorary membership in the 
State Medical Association in 1937. Dr. Anderson 
was a member of the Episcopal Church, the Masonic 
Order, and all York Rite and Scottish Rite bodies. 

Dr. Anderson was preceded in death March 138, 
1924, by a first wife, the former Miss Ara Jennings, 
and during World War I by a son, Jennings Ander- 
son. He is survived by a second wife, Mrs. Micha 
R. Anderson; two sons, Austin F. Anderson, San An- 
tonio, and James C. Anderson, Jr., Dallas; and one 
daughter, Mrs. Electra Catterall, Austin. 


Dr. Coral Ray Armentrout died of heart disease at 
his home in Houston, Texas, on his sixty-ninth birth- 
day, May 3, 1947. 

Born May 3, 1878, in Iowa City, Iowa, Dr. Armen- 
trout was the son of Dr. John Calvin and Mattie 
(Claringbold) Armentrout. He attended the Wilton 

German Eng- 
lish Coilege at 
Wilton, Iowa, 
and was gradu- 
i. ated in 1904 
% from the old 

4 Keokuk Medi- 
, eal College, 
College of Phy- 
sicians and 
Surgeons at 
Keokuk, Iowa. 
He served an 
internship at 
St. Joseph’s 
Hospital in 
Keokuk, and 
then was on 
the staff, serv- 
ing for fifteen 
years as secre- 
tary. He was 
also a member 
of the faculty 
of Keokuk 
Medical Col- 
lege, College 
of Physicians 
and Surgeons, 
being assistant 
8 professor of 
clinical surgery for five years and assistant in pa- 
thology for three years. Dr. Armentrout was in 
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practice at Keokuk from the time of his gradua- 
tion from medical school until 1929, when he moved 
to Houston. He was active in that city until his 
death, specializing in surgery. 

While he was located in Iowa, Dr. Armentrout 
was a member of Lee County Medical Society and 
the district and state societies. He was president of 
the county and district’ societies, and served in the 
House of Delegates of the state organization for 
twelve years. Throughout his professional career 
he was a member of the American Medical Asso- 
ciation. When he moved to Texas he became a mem- 
ber of Harris County Medical Society and the State 
Medical Association. He was a fellow of the Ameri- 
can College of Surgeons. He was a member of the 
Episcopal Church, American Legion, Turnverein, 
Hardin Lodge 29 A. F. and A. M. of Keokuk, the 
Scottish Rite bodies of Houston, and Arabia Shrine. 
During World War I, Dr. Armentrout was a cap- 
tain in the Army Medical Corps. 

In Macomb, Ill., on February 9, 1928, Dr. Armen- 
trout married Miss Jane C. Harrison. He is sur- 
vived by his wife; a daughter, Miss Daisy Armen- 
trout, Denver; and a son, Edward A. Armentrout, 
Houston. 


Dr. John Andrew Lanius, Bonham, Texas, died in 
a Dallas hospital May 31, 1947, of arteriosclerotic 
heart disease and decompensation. 

A native of Lebanon, Tenn., Dr. Lanius was born 
December 4, 
1872. He at- 
tended the old 
American 
Medical Col- 
lege in St. 
Louis and was 
graduated 
from the Geor- 
gia Eclectic 
College of 
Medicine and 
Surgery, At- 
lanta, in 1901. 
In later years 
he did post- 
graduate work 
at the Tulane 
as ; Polyclinic, 


Dia New Orleans. 
om ie 


From 1901 un- 
DR. J. A. LANIUS 





til 1910 Dr. 
Lanius prac- 
ticed at Savoy, 
Texas. He then 
moved to Bon- 
ham, where he 
was active un- 
til shortly be- 
fore his death. 
He had been 
health officer of Fannin County for about fifteen 
years. 

Dr. Lanius was a member of the State Medical 
Association and Americam Medical Association 
through Fannin County Medical Society in 1938 and 
from 1940 through 1946. He was a member of the 
Texas Eclectic Medical Association, which he was 
serving as secretary at the time of his death and of 
which he was a past president. He was a member of 
the Baptist Church, a Mason, and a Woodman of the 
World. 

Survivors include Dr. Lanius’ wife, the former Miss 
Laura Roxie McMurry of Gober, Texas, now of Bon- 
ham, and a son, Dr. John W. Lanius, Dallas. 


Dr. John Leslie Murphy, El Paso, Texas, died May 
2, 1947, of accidental gunshot wounds. 
Dr. Murphy was born December 18, 1902, in Stan- 





296 


ford, Ky., the son of Mr. and Mrs. J. S. Murphy. 
He attended the public schools of Hustonville, Ky., 
the normal school at Morehead, Ky., and Transyl- 
vania College and the University of Kentucky, Lex- 
ington. He obtained his bachelor of arts degree from 
the latter institution in 1925, and then secured his 
medical education at the University of Michigan, 
Ann Arbor, from which he was graduated in 1928. 
After serving an internship at the University of 
Michigan Hospital, Ann Arbor, Dr. Murphy moved 
to El Paso, where he was in practice, specializing 
in surgery, until 1944, when he retired because of 
ill health. 

From 1932 until 1944 Dr. Murphy was a member 
of El Paso County Medical Society, the State Medi- 
eal Association, and the American Medical Associa- 
tion. He was a fellow of the American College of 
Surgeons. He was a member of Phi Rho Sigma medi- 
cal fraternity and of Phi Kappa Tau fraternity. He 
was a member of the Methodist Church. 

On May 27, 1933, in El Paso, Dr. Murphy married 
Miss Clare Wooldridge. He is survived by his wife; 
three sons, John Leslie Murphy, William Rector 
Murphy, and Robert Wooldridge Murphy, all of 
El Paso; his parents, Mr. and Mrs. J. S. Murphy, 
Stanford, Ky.; four brothers, J. Lee Murphy, Dan- 
ville, Ky.; Walter Murphy, Hedgeville, Ky.; and 
Willie G. Murphy and Ray Murphy, both of Stan- 
ford, Ky.; and two sisters, Mrs. Mac Fogle, Yose- 
mite, Ky., and Mrs. John Howe, Stanford, Ky. 


Dr. Lorenzo Peyton McCuistion, Paris, Texas, died 
July 16, 1947, in the Sanitarium of Paris of myas- 
thenia gravis following an eye operation. Dr. Mc- 
Cuistion had founded the sanitarium in 1914 and 
was its chief of staff. 

Born December 18, 1869, eight miles southeast of 
Paris, Dr. McCuistion was the son of Harrison M. 
and Mary (Abels) McCuistion. He attended school 
in Paris, in- 
cluding Gow- 
dey Military 
Academy, and 
then went to 
the Southern 
Normal School 
and Business 
College, Bow- 
ling Green, 
Ky. He was 
graduated in 
1889 from the 
Kentucky 
School of Med- 
icine, Louis- 
ville. He later 
did postgradu- 
ate work in 
New York and 
Chicago. In 
1890 Dr. Mc- 
Cuistion open- 
ed his practice 
in Paris, where 
he was active 
until the time 
of his death. 
In 1911 he 
founded the 
Paris Training 
School for Nurses, and in 1914 the Sanitarium of 
Paris. He remembered the sanitarium in his will, 
establishing the L. P. McCuistion Medical Foundation 
for its support and the furtherance of medical 
progress. 

Continuously throughout his professional career 
Dr. McCuistion was a member of the State Medical 
Association and American Medical Association 
through Lamar County Medical Society. He was 
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president of the county society at one time. Since 
1913 he had been a member of the American College 
of Surgeons. He was an honorary member of Rotary 
International, and in 1931 he was awarded a cer- 
tificate of distinguished citizenship by the American 
Legion. A library named in his honor was established 
in 1925 at the Sanitarium of Paris. Although he was 
a member of no church, he gave financial support 
to several. 

In 1890 Dr. McCuistion married Miss Ella Moor- 
man, Bowling Green, Ky., who died four years later. 
In 1897 he married Miss Alie Hicks, Paris, who died 
in 1931. Survivors include one brother, Dr. W. W. 
McCuistion, and one sister, Mrs. Scott R. Galbreath, 
Sr., both of Paris. 


. Edward Lawrence Howard died of coronary 
thrombosis at his home in Fort Worth, Texas, on June 
22. 1947. 

Dr. Howard, the son of L. C. and Molly (Stewart) 

i Howard, was 
— ae Maan. 
ber 18, 1879, 
in Brown 
County, where 
he received his 
preliminary 
education. He 
attended the 
University of 
Tennessee and 
was graduated 
in medicine 
from old Fort 
Worth School 
of Medicine in 
1906. He did 
postgraduate 
work in New 
Orleans, Chica- 
go, and New 
York, special- 
izing in eye, 
ear, nose, and 
throat. From 
1906 until 1918 
Dr. Howard did 
genera! 
praetice 
in Bangs and 
Brownwood. 
He then moved to Fort Worth, where he practiced 
his specialty. 

Throughout his career, Dr. Howard was a member 
of the State Medical Association and American Medi- 
cal Association, first through Brown County Medical 
Society and then through Tarrant County Medical 
Society. He was president of Tarrant County Medical 
Society in 1946, and in 1947 he was elected to honorary 
membership in that organization and in the State 
Medical Association. He was also an honorary member 
of the Fort Worth Eye, Ear, Nose, and Throat Society 
and the Texas Society of Ophthalmology and Oto- 
laryngology. He had been president of the Fort Worth 
Eye, Ear, Nose, and Throat Society. He had served 
as chairman of the City-County Hospital Board, and 
was on the staff of the City-County Hospital continu- 
ously for many years. He was on the staffs of Harris 
Memorial, All Saints, St. Joseph’s, and Pennsylvania 
Avenue Hospitals. He was a member of the Methodist 
Church, Masonic Order, Shrine, Knights Templar, 
and Kiwanis Club. He served on the Polytechnic 
School Board before that district became a part of the 
Fort Worth district. His favorite recreation was hunt- 
ing 

% 1896 Dr. Howard married Miss Viola Snipes, who 
died within a short time. In 1914 he married Miss 
Kathleen Corley of Mexia, who survives. Also sur- 
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viving are two daughters, Mrs. Viola Howard Ricks, 
Houston, and Mrs. Elizabeth Howard Burnham, Fort 
Worth; one sister, Mrs. William Snipes, Bangs; three 
brothers, M. B. Howard and Mark Howard, Mount 
Vernon, and William Howard, Oklahoma; and two 
grandsons. 


Dr. James Benjamin Granville, Brady, Texas, died 
July 2, 1947, of heart disease. 

Dr. Granville was born May 7, 1881, in Bellville, 
Texas, the son of James B. and Hulda (Shank) 
Granville. He attended high school in Bellville and 
was graduated from the University of Texas Medi- 
cal Department, Galveston, in 1904. For the next 
three years he practiced in London, Texas, and in 
1907 moved to Brady, where he was in practice until 
his death. He was a member of Kimble-Mason-Me- 
nard-McCulloch Counties Medical Society, Fourth 
District Medical Society, State Medical Association, 
and American Medical Association throughout his 
professional life. He was president of the McCulloch 
County Medical Society in 1932. He was an elder in 
the Presbyterian Church, president in 1923 of the 
Chamber of Commerce, and a member of Knights 
Templar. 

Surviving Dr. Granville are his wife, the former 
Miss Vera King, whom he married June 24, 1915, in 
Brady; three sons, J. B. Granville, Jr., Dallas; Wil- 
liam King Granville, Brady; and Dr. George Ellis 
Granville, Houston; two sisters, Mrs. Edward Fisk 
and Mrs. M. F. Weston, both of Kerrville; and two 
brothers, C. W. Granville, Harper, and M. F. Gran- 
ville, Tyler. 


Dr. Edward Jackson Burns, Bangs, Texas, died 
May 23, 1947, of arteriosclerosis and heart disease 
after an illness of several weeks. 

Dr. Burns, son of Edward Allen and Mary Jane 
(Moss) Burns, was born at Giddings on February 12, 
1877. He at- 
tended the lo- 
eal public 
schools and re- 
ceived his med- 
ical degree in 
1898 from the 
University of 
Texas Medical 
Department, 
Galveston. In 
later years he 
did postgradu- 
ate work in 
New Orleans, 
Cleveland, 
New York, and 
St. Louis. Dr. 
Burns had 
practiced in 
Belton and Pa- 
ducah before 
going to Bangs 
in 1940. At the 
time of his 
death he was 
on the visiting 
staff at Medi- 
eal Arts Hos- 

DR. E. J. BURNS pital, Brown- 

wood, and was 

local surgeon for the Atchison, Topeka and Santa 
Fe Railway. 

Throughout most of his professional life Dr. 
Burns was a member of the American Medical Asso- 
ciation and State Medical Association, through the 
medical society of the county.in which he was re- 
siding. Since 1940 he had been a member of the 
Brown-Comanche-Mills-San Saba Counties Medical 
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Society. He was also a member of the Dallas 
Southern Clinical Society. He was a deacon in the 
Baptist Church for thirty-five years, and was a 
member of the Brownwood Knife and Fork Club. 
During World War I he served for two years as a 
first lieutenant in the Army Medical Corps, being 
stationed at Fort Sam Houston, Texas; Fort Doug- 
las, Utah; Fort Worden, Wash.; Fort Oglethorpe, 
Ga.; and Camp Merritt, N. J., and at various posts 
in France. He accepted a commission as captain in 
the Medical Reserve upon the termination of the 
war, and was promoted to major before his sep- 
aration from service some time later. 

Dr. Burns was preceded in death by a first wife. 
He is survived by his second wife, the former Miss 
Margaret Kellogg, whom he married at Carrizo 
Springs, April 14, 1913; two daughters, Mrs. Helen 
Margaret Phillips, San Francisco, and Mrs. Lillian 
Wilfong, Cambridge, Mass.; a son, Edward Allen 
Burns, Austin; two sisters, Mrs. Lillian Cherry, Cald- 
well, and Mrs. Daisy Tate, Giddings; two brothers, 
Tom Burns, Houston, and Junius Burns, Giddings; 
and five grandchildren. 


Dr. John Thomas Harrington died at his home in 
Waco, Texas, on April 29, 1947. 

Born January 7, 1858, in Buena Vista, Miss., Dr. 
Harrington was the son of John Thomas and Mar- 
garet (Belk) Harrington. His father was a physician 
; and served as 
a medical offi- 
cer in the Con- 
federate Army. 
Dr. Harring- 
ton obtained a 
degree from 
the old St. 
Louis Medical 
College in 1879, 
and did post- 
graduate work 
at the Louis- 
ville Medical 
College; the 
Polyclinic, 
New York; in 
Louisville; and 
at Johns Hop- 
kins Universi- 
ty, Baltimore. 
After practic- 
ing for a few 
years in Miss- 
issippi, Dr. 
Harrington 
moved to 
Texas in 1881. 
He located 
first in Bre- 


mond, but a 
year later moved to Sweetwater to practice in the 


cow camps and on the ranges of West Texas. He went 
on to El Paso, where he helped to establish that city’s 
first board of health. About 1890 Dr. Harrington 
moved to Abilene, where he resided for seven and 
one-half years. He was among the founders of Sim- 
mons, now Hardin-Simmons University, ir 1891 and 
served as the first secretary-treasurer of its board of 
trustees. He also helped to establish the epileptic 
colony at Abilene and was its director from 1898 until 
1902. For the past fifty years Dr. Harrington had 
lived and practiced in Waco, making professional calls 
and receiving patients at his office until a month prior 
to his death. He had helped to secure a charter to 
found Providence Hospital, and was on the staffs of 
Providence and Hillcrest Memorial Hospitals, both of 
which he had served as chairman. He had also been 
city physician. , 
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Dr. Harrington was a member of the State Medical 
Association, American Medical Association, and As- 
sociation of American Physicians and Surgeons. He 
was a member of McLennan County Medical Society 
during his residence in Waco, and had been president 
of that society. He was a charter member of the 
McLennan County Tuberculosis Association. 

Dr. Harrington was a prominent layman in the 
Baptist Church. Throughout most of his residence in 
Waco he taught a Sunday school class at the First 
Baptist Church, and he was a member of its board 
of deacons. He had been made a member of the board 
of trustees of Baylor University in 1903, and in 1932 
he was elected president of the board. In that capacity 
Dr. Harrington made almost his last public appear- 
ance when, on March 6, he presented Harry S. Tru- 
man, President of the United States, as a candidate 
for an honorary degree from Baylor. Dr. Harrington 
was also the official Baylor physician. 

He was interested in politics and actively supported 
various Democratic campaigns. He was supervisor of 
the Texas Prison System from 1921 until 1925. 

In 1884 Dr. Harrington married Miss Genoa Cole 
in the chapel of Baylor University, then at Inde- 
pendence, where Miss Cole was a student and secre- 
tary to the president. Mrs. Harrington preceded her 
husband in death in 1939, and one daughter is also 
deceased. Survivors include a daughter, Mrs. A. D. 
Brinkerhoff, Waco; four grandchildren, and two great 
grandchildren. 


Dr. Arthur Josephus Mynatt died at his home in 
Houston, Texas, on April 17, 1947, of coronary throm- 
bosis. 

The son of John and Cordelia (Shell) Mynatt, Dr. 
Mynatt was born September 21, 1875, in Knox County, 
Tenn. He at- 
tended old 
Tennessee 
Medical Col- 
lege at Knox- 
ville, from 
which he was 
graduated in 
1898. The fol- 
lowing year he 
remained 
in Knoxville to 
practice and 
was demon- 
strator in an- 
ow at the 
Medic yh 1 
Co r le 
In 1900 D . 
Mynatt moved 
to Texas, locat- 
ing first at 
Sabine and 
moving in 1901 
to Liberty. 
Since 1908 he 
had been in 
Houston, 
where he was 
in practice un- 
til 1942. 

Continuously throughout his professional career 
Dr. Mynatt was a member of the State Medical Asso- 
ciation and American Medical Association, first 
through Liberty County Medical Society and then 
through Harris County Medical Society. He was presi- 
dent of the Harris County Society in 1917, and in 1942 
he was elected to honorary membership in the State 
Association. He was also a member of the South 
Texas District Medical Society. During World War I 
Dr. Mynatt served as a first lieutenant in the Army 
Medical Corps. 

Surviving Dr. 
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Miss Ella P. House, whom he married in December, 
1902, at Beaumont; a son, Arthur J. Mynatt, and a 
daughter, Mrs. Eron Mynatt Brouse, both of Houston; 
and a sister, Mrs. Beulah Young, Knoxville, Tenn. 


Dr. Albert Olin Singleton died at his home in Gal- 
veston, Texas, on June 12, 1947, of coronary occlusion. 

Dr. Singleton was born in Ellis County, Texas, July 
16, 1882, the son of Joe W. and Lydia (Moore) Single- 
ton. He received the bachelor of science degree from 
the University 
of Texas, Aus- 
tin, in 1905 and 
was graduated 
from the Uni- 
versity of 
Texas School 
of Medicine, 
Galveston, in 
1910. Follow- 
ing an intern- 
ship at the 
John Sealy 
Hospital, Gal- 
veston, he be- 
came _instruc- 
tor in surgery 
at the Univer- 
sity of Texas 
in 1911. He 
was adjunct 
professor from 
1914 until 
1920, and asso- 
ciate professor 
from 1920 un- 
ti1 192%. Tn 
1927 he was 
made professor 
of surgery and 
chief surgeon 
of the John Sealy Hospital, which position he held 
until his death. In 1932 he initiated residency train- 
ing in surgery at John Sealy Hospital and he assisted 
materially in developing special fields of surgery in 
Texas. 

Throughout his professional career Dr. Singleton 
was a member of the Galveston County Medical So- 
ciety, the State Medical Association, and the Ameri- 
can Medical Association. He was chairman of the 
Section on Surgery of the State Medical Association 
in 1927 and in 1948. He was exceedingly active in 
the American College of Surgeons, of which he had 
been vice-president and a member of the board of 
governors, and was in the founders group of the 
American Board of Surgery. He had been president 
of the Southern Surgical Association, vice-president 
of the Americam Surgical Association, and president 
of the Texas Surgical Society. He was a member also 
of the American Association of Thoracic Surgery, 
the International Surgical Society, the American 
Association for the Surgery of Trauma, the American 
Cancer Society, Kappa Sigma, Phi Alpha Sigma, 
Phi Rho Sigma, and Alpha Omega Alpha. He was 
appointed to the U. S. Public Health Service Reserve 
and was a consultant to the Army and Navy Medical 
Corps during the war period. Dr. Singleton was 
widely known for his contributions to medical lit- 
erature, which included more than fifty articles in 
leading professional journals. He was a member of 
the editorial boards of Surgery, Gynecology and Ob- 
stetrics and of Surgery. He was a member of Scottish 
Rite bodies and El Mina Shrine. 

On December 19, 1912, Dr. Singleton married Will 
Dean Bivens of Corsicana. He is survived by his 
wife, two sons, Dr. Albert O. Singleton, Jr., and 
Dr. Edward B. Singleton, and two grandchildren, al! 
of Galveston; and three sisters and two brothers, 
of Waxahachie. 
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